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THE POTENTIAL ROLE FOR EMPLOYERS,
ASSOCIATIONS, AND MEDICAL SAVINGS
ACCOUNTS IN THE MEDICARE PROGRAM

THURSDAY, MAY 25, 1995

HOUSE OF REPRESENTATIVES,
COMMITTEE ON WAYS AND MEANS,
SUBCOMMITTEE ON HEALTH,
Washington, DC.
The Subcommittee met, pursuant to call, at 10 a.m., in room
1100, Longworth House Office Building, Hon. Bill Thomas (Chair-
man of the Subcommittee) presiding.
[The advisories announcing the hearing follow:]



ADVISORY

FROM THE COMMITTEE ON WAYS AND MEANS
SUBCOMMITTEE ON HEALTH

FOR IMMEDIATE RELEASE CONTACT: (202) 225-3943
May 9, 1995
No. HL-11

Thomas Announces Hearings on
Increasing and Improvin tions for

Medicare Beneficiaries
— Private-Sector Lessons to be Sought —

Congressman Bill Thomas (R-CA), Chairman, Subcommittee on Health of the
Committee on Ways and Means, today announced that the Subcommittee will hold a series of
hearings to explore increasing and improving options for Medicare beneficiaries, with a focus
on private-sector successes.

The hearing dates and subjects are as follows:

Tuesday, May 16, 1995: Experience in Controlling Costs and Improving
Quality in Employer-Based Plans

Wednesday, May 24, 1995; Medicare HMO Enrollment Growth and
Payment Policies

Thursday, May 25, 1995: The Potential Role for Employers, Associations,
and Medical Savings Accounts in the Medicare
Program R
The hearings on May 16 and May 24, will be beld in the main Committee hearing
room, 1100 Longworth House Office Building, beginning at 10:00 a.m. The hearing on
May 25 will be held in room B-318 of the Rayburn House Office Building, beginning at
10:00 a.m.

Oral testimony at these hearings will be heard from invited witnesses only. Witnesses
will include health policy experts, representatives from the health care industry, and employer
groups. However, any individual or organization not scheduled for an oral appearance may
submit a written statement for consideration by the Cc ittee or for inclusion in the printed
record of the hearing.

BACKGROUND:

According to the 1995 report of the Board of Trustees, the outlays of the Medicare
Hospital Insurance (HI) trust fund will exceed income beginning in 1996 and the HI trust
fund is projected to run out of reserves in 2002, using the intermediate set of assumptions.

To keep the HI trust fund in actuarial balance for 25 years would require, in the
absence of spending restraints, an immediate 44 percent increase in the payroll tax rate. As a
result, taxes on a person earning $20,000 would be increased by $260 annually and a person
earning $30,000 per year would see their taxes hiked by $390 a year. Those who make
$75,000 a year would pay an additional $975 in taxes every year.

In the report, the Board of Trustees called for "prompt, effective, and decisive action”
to put the HI trust fund into balance.

(MORE)



The Board of Trustees also expressed "great concern” about spending growth from the
Supplementary Medical Insurance trust fund. As noted by the Board of Trustees in the 1995

report:

"In spite of evidence of somewhat slower growth rates in the recent past,
overall, the past growth rates have been rapid, and the future growth rates are
projected to increase above those of the recent past. Growth rates have been so
rapid that outlays of the program have increased 53 percent in the aggregate
and 40 percent per enrollee in the last 5 years."

Medicare insurance coverage remains largely as it was originally enacted in 1965:
traditional fee-for-service indemnity insurance with beneficiary cost-sharing requirements to
control utilization.

However, private health insurance has evolved substantially since that time. More and
more privately insured Americans are enrolled in managed-care plans, such as Health
Maintenance Organizations (HMOs) and Preferred Provider Organizations. According to the
Group Health Association of America (GHAA), some 56 million Americans were enrolled in
HMOs in 1994, up from 36 million in 1990, and 65 percent of people with employer-based
health insurance plans were enrolled in some form of d-care arr according to
the KPMG Peat Marwick Health Benefits in 1994 (October 1994).

Moreover, managed-care organizations have recently been successful in slowing the
rate of growth of premiums. In 1995, on average, HMOs are expected to reduce their per
person premiums by 1.2 percent, according to GHAA.

Some private employers have aiso begun to offer their employees Medical Savings
Accounts. Such accounts allow employees and their dependents to control their health care
dotlars. providing strong incentives for cost conscious spending.

Medicare beneficiaries can enroll in HMOs under the risk contracting program and
other d-care arrang but, due to cenain features of the program, managed-care
remains a relatively small part of Medicare, with only 8 percent of the beneficiaries enrolled
in managed-care plans as of December 1994. Medicare beneficiaries are also not currently
able to enrol! in any kind of Medical Savings Account.

FOCUS OF THE HEARINGS:

The hearings will focus on successful private-sector approaches at controlling costs and
improving quality and an exploration of how such approaches can be made more available to
increase choices for Medicare beneficiaries.

The hearing on Tuesday, May 16, 1995, on "Experience in Controlling Costs and
Improving Quality in Employer-Based Plans” will review the approaches employers have
taken to improve the cost-effectiveness and quality of their coverage for their employees, the
issues and problems encountered as these approaches were implemented, the effectiveness of
these approaches, and lessons the Federal Government can learn from these private-sector
experiences.

The hearing on Wednesday, May 24, 1995, on "Medicare HMO Enrollment Growth
and Payment Policies™ will investigate the reasons for increasing beneficiary enrollment in
Medicare risk contracting HMOs, and current and alternative HMO payment methods.

The hearing on Thursday, May 25, 1995, on "The Potential Role for Employers,
Associations, and Medical Savings Accounts in the Medicare Program" will explore issues
involved in enabling employers and associations to offer Medicare coverage to former
employees and members, respectively, and the potential role Medical Savings Accounts could
play in the Medicare program.

(MORE)



ETAILS SSION OF WRITTEN NTS:

Any person or organization wishing to submit a written statement for the printed
record of the hearing should submit at least six (6) copies of their statement, with their
address and date of hearing noted, by the close of business, Thursday, June 8, 1995, to Phillip
D. Moseley, Chief of Staff, Committee on Ways and Means, U.S. House of Representatives,
1102 Longworth House Office Building, Washington, D.C. 20515. If those filing written
statements wish to have their statements distributed to the press and interested public at the
hearing, they may deliver 200 additional copies for this purpose to the Subcommittee on
Health office, room 1136 Longworth House Office Building, at least one hour before the
hearing begins.

FORMATTING REQUIREMENTS:

Each statement presented for printing to the Cammitiss by & witdess, any writien statement o exhibit subtmaitted for the priutsd recard
or any written comments (n respanse (0 & requast for writtsn comments must conferm to the guidstines listad beiow. Axy stalssemt or
exhibit not in compliance with these guidelines will not be printed, but will be maintaiped in the Cammittes files for review and use by the
Commitiee.

1 All statements and any accampasying exhidits for priating must be (yped ia single space mu legalaize paper and may oot
«Iteed & total of 10 pagw including astachments.

z w-ornu.m-nn-mummm-mmummm [astead, exhibit materia) should be
referenced and quotsd or paraphrassd. Al exhibit matarial not meeting these In the files for
review aud nse by the Cammities.

1 A witneas appearing at a pablic hearing. or sebmitting & statament for the reeard of a public heariag, or yuhmitting writtan
commants in respanse 1o a published request for comments by the Commitise, must incinds an his statement or subsaisxion a Hst of all
cllents, persans, or organizations o0 Whose behalf the witheas appears.

4 A supplemental shest must accompany each statament listing the name, full addresa, & teiephons nomber whers the withess
or the designatsd representative may be reached and a topical outiine or smnmary of the comments and recommendations in the foll
statsment This supplamental shoeet will not de incivded In te printad record.

The above restrictions and limitstions apply culy to material baing submitad for printing. Statements and exhibits or supplementary

materia) submitted solely for distribution t the Members, the press and the public duriag the course of a public hearing may be submitisd in
other forme.

Note: All Committee advisories and news releases are now available over the Internet at
GOPHER.HOUSE.GOV, under '"HOUSE COMMITTEE INFORMATION".
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** NOTICE — CHANGE IN LOCATION **
ADVISORY

FROM THE COMMITTEE ON WAYS AND MEANS

SUBCOMMITTEE ON HEALTH

FOR IMMEDIATE RELEASE CONTACT: (202) 225-3943
May 17, 1995
No. HL-11-Revised

Thomas Announces Change in Location for
Health Subcommittee Hearing on the Potential
Role for Employers, Associations, and Medical Savings
Accounts in the Medicare Program

Congressman Bill Thomas (R-CA), Chairman of the Subcommittee on Health of the
Committee on Ways and Means, today announced that the Subcommittee hearing on the
potential role for employers, associations, and medical savings accounts in the Medicare
program, which was originally scheduled for Thursday, May 25, 1995, at 10:00 a.m., in
Room B-318 of the Rayburn House Office Building, will be held instead in the main
Committee hearing room, 1100 Longworth House Office Building.

All other details for the hearing remain the same. (See Health Subcommittee Advisory
No. HL-11, dated May 9, 1995.)
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Chairman THOMAS. The Subcommittee will come to order.

I want to welcome all our friends to our hearing on the potential
for employers, unions, and medical savings accounts to add to the
Medicare Program. As I said yesterday at the Subcommittee hear-
ing, this Subcommittee is going to undertake a major effort to
make Medicare a better program, both to improve its insolvency
and to provide better choices for beneficiaries.

Today we will examine how we might provide options through
former employers and through medical savings accounts. In addi-
tion to that, labor unions, I believe, are a very fruitful area of new
endeavors.

Last week we heard from a series of employers about their suc-
cessful efforts to control their health care costs and improve the
quality in the coverage they provided for their workers and fami-
lies. For instance, the Pacific Business Group on Health reported
a successful effort in negotiating a nearly 10-percent reduction in
HMO, health maintenance organization, premiums for their mem-
bers in 1995.

I would like this Committee to explore how we can tap into that
kind of creative energy by employers on behalf of Medicare bene-
ficiaries and the Medicare Program. I believe we must find a way
to allow employers to play a more defined role in Medicare cov-
erage so that beneficiaries can stay with the plan they had as
workers, and if they like it and it is cost effective for the program.

Clearly, this kind of change raises many questions: What would
be the payment rate for Medicare in that situation? How would we
define an employer’s retirees? What would we do about retirees
who want to stay in the Medicare fee-for-service program?

I am pleased that the list of witnesses in our first two panels,
who will address the concept of an employer role in Medicare, have
a background that will allow us to ask the kinds of questions that
I just outlined and more. I am also pleased that our last panel will
address an equally exciting concept, and that is the medical sav-
ings account for Medicare beneficiaries.

Clearly, one very promising approach to cost control and quality
health care is medical savings accounts. With medical savings ac-
counts, MSAs, as they are called, a person has the protection of a
very high deductible for significant health expenses. They also have
the freedom to make wise choices with their money in a medical
savings account because it is their money and their choice.

This option is apparently working very well already for one com-
pany, the RCI Corp. of Michigan. We will hear from that company’s
director of benefits about how they have successfully instituted a
MSA Program for their workers, and I believe Members of the Sub-
committee have already been enrolled in that particular health pro-
gram by virtue of the cards that we have received.

We need to explore how we might make a MSA option available
to Medicare beneficiaries as well. There are some serious questions
that must be answered before we proceed: What is likely to be the
premium for the high deductible coverage for an average senior
beneficiary; how much would that leave in an account for medical
expenses each year; in addition to a number of other questions.
Who would sponsor MSA accounts and high deductible insurance
and who would regulate it? Should all Medicare beneficiaries be



7

given this option or just those beneficiaries entering into the plan?
Should this be a one-time option for beneficiaries? Should they be
allowed to disenroll at some point from the MSA and reenter tradi-
tional Medicare?

I look forward to hearing from our distinguished witnesses about
the MSA concept for Medicare and how we might answer some of
these questions as well as the role of employers and unions. Today,
this Subcommittee, is to look at new and novel ways to create a
better Medicare for all seniors.

And I would yield to the gentleman from California, the Ranking
Member.

Mr. STARK. Thank you, Mr. Chairman, and I am sure we are
going to hear some very novel ideas today. I understand the pur-
pose of the Chair’s hearing is to assess the potential of various
ideas to improve the Medicare Program.

While it may or may not be the Chair’s intention, I am afraid we
could head down a troublesome path for Medicare and its bene-
ficiaries. If I were going to create the short title, I would call it the
Medicare Beneficiary Partition Act. It reminds me a little bit of
what is going on in Eastern Europe. Unless we are careful, we will
end up carving up the Medicare beneficiary pool with retirees in
plans sponsored by the former employees, young, well seniors in
HMOs, the healthiest in medical savings accounts, and the sickest
staying in the traditional fee-for-service coverage.

Yesterday, the chairman of the Prospective Payment Assessment
Commission said that Medicare was beginning to run the risk of
becoming a very different program, depending upon where a bene-
ficiary happens to live. I think we are asking for trouble if we at-
tempt to divvy up the Medicare population beyond our ability or
willingness to adjust the per capita payments to correspond to the
health care needs of the various beneficiary groups.

If we go down the road of subdividing the Medicare population
before we know how—and we do not—to adjust the Medicare
capitated payment appropriately, we can just mess up the one good
system that works in this country. I would urge my colleagues,
while they have the votes and the will to do whatever they choose
to Medicare, it is fragile and could easily literally be destroyed by
capricious experiments when we do not have either the data or any
experience in trying some of these areas.

I have no problem with capitated payments or providing bene-
ficiaries with additional health options, but I do have a concern
that we are already losing an average of 6 percent for every Medi-
care beneficiary that enrolls in an HMO and the percentage of re-
tirees with employer-provided health insurance has been declining
from over 60 percent today to 40 percent. Why in heaven’s name
would employers want to take on the whole liability of the over 65
population? Only, I suspect, because they can make some money
and help pay for the under 65 population.

As has happened with HMOs, the bucks to be made are not nec-
essarily from efficient operation, but from cherrypicking the health-
iest beneficiaries or denying services to the very sickest.

A more extreme example is medical savings accounts, but I think
that any empirical evaluation and any reasonable disinterested
study will show that it benefits, to a small percentage, I think it
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is 6 or 8 percent, the young healthy people, and adds tremendously
to the costs of those who are sicker and need to spend more in the
medical delivery system.

It is not fair. It flies in the face of any kind of social insurance
or commercial insurance. It robs money from the insurance pool,
which the Chair is already complaining is going broke, and is an
idea that is right up there with sun spots.

I want to ask, or I want people to keep in mind that in the
Chairman’s budget the Medicare growth will have to be limited to
meet the budget projections to under 4 percent, perhaps 3.7 or 3.8
percent. I would like these companies who suggest that they might
like to continue operating their retirees’ programs to tell us today
if they could survive if the increased payments that they could
make was limited to under 4 percent—3.8 or 3.9—if we do not have
to adjust for adverse selection. I don’t think they can do it.

I think if they combine the idea of continuing to maintain Medi-
care beneficiaries in their retirement plans, with the budget reduc-
tions that are being discussed, and very likely to happen, that the
idea will lose its attractiveness.

I hope they will have a chance to review that today for us as we
hear the ideas being presented.

Thank you, Mr. Chairman.

[The prepared statement follows:]



The Honorable Pete Stark
May 25, 1995

Hearing on the Potential Role of Employers, Associations,
and Medical Savings Accounts in the Medicare Program

Thank you, Mr. Chairman.

I understand that the purpose of today’s hearing is to assess the potential
role of various parties, and certain insurance products in the Medicare program
-- a benign enough topic for a hearing.

While it may or may not be the intention of the Chairmen, | am afraid that
we are heading down a troublesome path for the Medicare program. We seem
to be looking for ways to break-up the Medicare population into numerous sub-
groups. If | were creating a short-title for legislation, | would call it “The
Medicare Beneficiary Partition Act.” Uniess we are careful in how we proceed,
we may very well end-up carving up the beneficiary pool with retirees in plans
sponsored by former employers; young, well seniors in HMOs; the healthiest of
Medicare recipients selecting medical savings accounts; and the sickest
remainder in whatever is left of traditional Medicare coverage.

Yesterday, in the Subcommittee’s hearing on Medicare HMO enroliment,
the Chairman of the Prospective Payment Assessment Commission said that
Medicare was baginning to run the risk of becoming a very different program
depending upon where a beneficiary happens to live.

We are asking for trouble if we attempt to divvy-up the Medicare
population beyond our ability or willingness to adjust the per capita payments to
correspond to the health care needs of the various beneficiary groupings. If we
go further down the road of sub-dividing the Medicare population before we
figure out how to adjust the Medicare capitated payment appropriately, we will
make the adverse selection problem worse.

For example, a proposal is floating around that would have retirees
remain in their former employers’ plans and receive a capitated payment from
Medicare. | have no problem with capitated payments, nor with providing
beneficiaries with an additional health coverage option. But | do have a
concern that we are already losing an average of 6% for every Medicare
beneficiary that enrolls in an HMO. The percentage of retirees with employer-
provided health insurance coverage has been declining.dramatically - from
over 60% in 1985 to under 40% today. Why would employers now want to take
on the whole liability of the over-65 population? | suspect because there are
big bucks to be made. And as happened with HMOs, the bucks to be made are
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not necessarily from efficient operation, but from being able to cherry-plck the
healthiest beneficiaries.

A second and more extreme example is medical savings accounts. The
potential for adverse selection posed by injecting an MSA option into Medicare
is enormous.

A study just released by the American Academy of Actuaries found that, for
the under-65 employer-covered population, the selection effect as a result of
adding an MSA option to employees’ health insurance choices could end-up
increasing the standard, low-deductible premium by 60%. For the Medicare
population, where high health care costs are even more concentrated in a small
percentage of the pop-ulation, the adverse selection problem will be even greater.

These are only projections, though. MSAs today are a theoretical
concept without foundation. The few insurers that offer any sizable number of
MSA-like plans will not let me, or the American Academy of Actuaries, take a
look at what they are actually offering.

p_LQgLam_. We should take extreme caution when usnng the Medlcare populatnon
to prove or disprove some economist's latest theorem.

Providing Medicare beneficiaries a range of options is something |
continue to favor. And as we know, there is no employer in the country today
that provides the range of health insurance options to the range of Americans in
the variety of locations as does the Medicare program. But every potential
option we may provide beneficiaries is not necessarily a healthy one.

Just some words of caution as we work to make a better Medicare.
Thank you.



11

Mr. McCRERY [presiding]. Thank you, Mr. Stark.

We would like to call the first panel to the witness bench: Mr.
Van Bell, Mr. Maher, Mr. Salter.

Gentlemen, thank you for joining us today. We have Richard J.
Van Bell, president of John Deere Health Care, Inc.; Walter B.
Maher, director of Federal relations for Chrysler Corp.; Charles G.
Salter, director of employee benefits for GenCorp, Fairlawn, Ohio.

Thank you for joining us today, gentlemen, and any written
statements that you have, if you would like to present those to the
Committee, they will be included in the Committee in their en-
tirety. We would ask you to summarize your testimony in about 5
minutes.

So, Mr. Van Bell, if you would start we would appreciate it.

STATEMENT OF RICHARD J. VAN BELL, PRESIDENT, JOHN
DEERE HEALTH CARE, INC.

Mr. VaN BELL. I would like to thank the Chairman and other
members of the House Ways and Means’ Subcommittee on Health
for the opportunity. My name is Richard Van Bell and I am presi-
dent of John Deere Health Care, which is a wholly-owned subsidi-
ary of Deere & Co., better known in the marketplace as John
Deere.

Deere provides health care coverage to approximately 110,000
employees, retirees, and dependents. In 1994, Deere spent $222
million to provide coverage for this group. In this group there are
approximately 17,000 retirees, of which 9,000 are Medicare eligible,
and over half of this group elects to be covered through the compa-
ny’s managed care plans.

Over the last 3 years, 2,100 Deere retirees have reached age 65,
of which 95 percent elected to remain in the company’s managed
care plans. Overall, John Deere Health Care provides managed
health care services to over 300,000 enrollees through its two
HMOs, Heritage National Health Plan and the John Deere Family
Health Plan. Eighty percent of these enrollees are non-Deere com-
mercial clients.

The John Deere Family Healthplan, a primary care staff model
health center, was established through a strategic alliance with the
world renowned Mayo Clinic, and with the endorsement and full
support of the United Auto Workers.

Our success has been built on three basic principles: High quality
health care is the most cost effective care; costs can be lowered
when employers, providers, government, and managed care organi-
zations create partnerships that utilize a market-based approach;
patient satisfaction and education are of utmost importance.

Our overriding priority has been the development of high quality
delivery systems. We focus our efforts on the primary care physi-
cian to coordinate the care. Working with Mayo physicians, we are
implementing disease management strategies, a series of practice
guidelines to best treat high frequency, high cost diseases. We are
also deploying an electronic medical record which will provide our
physicians an important tool to track all patient care and specifi-
cally these chronic diseases.

These tools, along with data, provide the physician greater con-
trol of care which we believe will enhance the quality of care. Em-
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ployers, hospitals, physicians, and MCOs are responding to the
need to manage cost while enhancing the quality of care.

Some examples: Deere health costs, which include supplemental
costs for retirees, increased 2 percent in 1994. Deere costs equate
to approximately $2,000 per covered person per year, which we be-
lieve is the only true method to measure cost. In 1994, we tripled
the number of lowa counties in which we served the Medicaid pop-
ulation. This program began in 1986 and now has 23,000 clients.

Our quality improvement program, such as the asthma disease
management strategies, are being used with this population. We
are encouraged by our recent success with the asthmatic popu-
lation enrolled in our health centers. With overall success of the

rogram, according to the Iowa officials, we are saving the State
5500 per year per enrollee, and we voluntarily returned $3.5 mil-
lion to the State last year.

These changes could not occur without patient satisfaction. Three
years ago our enrollees rated our service the best in the country,
according to a leading consumer magazine. In 1994, the Gallup or-
ganization researched our patients. Gallup compared us to 64 other
health plans. Our patients scored us significantly higher than the
national composite in key areas of patient satisfaction. Enrollee
satisfaction in our staff model center was at 94 percent, or 6 per-
cent higher than our IPA model. This suggests to us that we are
able to offer choice, and yet see satisfaction levels above 90 percent
in our most tightly managed care model. We believe we are adding
value.

I would like to briefly speak to the issue of the Medicare insured
group demonstration project we nave been working on with Health
Care Financing Administration, HCFA. QOur involvement began
when [ chaired the OHMO National Industry Council in the late
eighties. Former Secretary of Health and Human Services, Richard
Schweiker, created the council to foster the development of HMOs.

The Medicare Insured Group, MIG, would be a 5-year demonstra-
tion project which would provide a savings to the Medicare Pro-
gram by enrolling Deere retirees in our managed care programs.
The post-65 retiree would continue to have a choice of plans but
there would be incentives to move to the managed care programs.
John Deere Health Care, through our health plans, would manage
the care, paid for by Medicare, and we would also manage the sup-
plemental benefits Deere provides this group.

While there have been many delays, we believe this concept can
work and we are hopeful that the demonstration project can move
forward. By utilizing some of the tools I have already mentioned,
such as Disease Management Strategies, DMS, and Electronic
Medical Record, EMR, we believe we can add value in managing
the care and cost of this important population.

In closing, we believe that many of our programs can be made
to work in the general Medicare population. Our experience with
the Iowa Medicaid Program suggests it can work. Quality improve-
ments in cost savings continue in that group. Current Deere em-
ployees, upon retirement and becoming eligible for Medicare, by
and large, remain in our managed care programs. We also continue
to see high levels of patient satisfaction.
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With the emerging tools of care for physicians, DMS and EMR,
we believe our managed care efforts are moving from the tradi-
tional component management of care to managing the continuum
of care. This is the real value added.

We are confident after nearly 20 years of working to improve our
managed care programs that they have proven their value in pro-
viding enhanced quality while managing cost. We believe the Medi-
care population will embrace managed care as they learn the value
added, as have many Deere retirees. By encouraging choice within
the Medicare population, we can build on one of our key principles:
High quality health care is the most cost effective care.

Thank you.

[The prepared statement follows:]
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TESTIMONY OF RICHARD J. VAN BELL
JOHN DEERE HEALTH CARE, INC.

I would like to thank the members of the House Ways and Means subcommittee on health for
this opportunity. I am President of John Deere Health Care, which is a wholly-owned subsidiary
of Deere & Company. Deere & Company, of course, is best known for manufacturing John Deere
farm machinery.

Deere & Company currently employs approximately 34,000 individuals worldwide. Health care
benefits are provided to these employees, 17,000 Deere retireces and the beneficiaries of both
groups. In 1994, Deere & Company spent $222 million to provide health and accident coverage
to employees and retirees

Twenty years ago, the company decided the cost of health care services provided to its employees
and retirees could be better managed and the quality of care could actually be enhanced. After
successfully starting two small Health Maintenance Organizations for our own employees, we
were approached by other employers that they too would like to use the same techniques to
impact the quality and cost of their own health care benefits.

Today John Deere Health Care offers health management services and managed care programs
to Deere & Company, other companies and government agencies in Illinois, Iowa, Wisconsin and
Tennessee. We serve the needs of over 300,000 members through two subsidiaries - Heritage
National Healthplan and John Deere Family Healthplan.

We have gained considerable experience with government programs and with the Medicare
population. Of the 17,000 Deere retirees for whom we currently provide health care benefits,
more than 9,000 are Medicare-eligible. Just over half of those individuals choose to be covered
in our managed care programs. We have 2100 retirees who reached age 65 in the past three
years. Of those in managed care, 95 percent of them choose to remain in our managed care
programs.

In addition, we provide health care coverage to approximately 40,000 Medicaid recipients. More
than half of those are enrolled in the state of Iowa. There we have gained considerable success
in providing quality health care at lower costs for patients in this population. We hope to see
similar success in the TennCare project in Tennesses.

We have traditionally offered our managed care products through an Independent Physician -
Model HMO named Heritage National Healthplan. In the past two years, Deere has opened three
staff model health centers and will open four more by the end of 1995. These health centers are
managed as a primary care, staff-model HMO named John Deere Family Healthplan. The health
centers were opened as part of a strategic alliance with the Mayo Clinic. We received the
endorsement and full support of the United Auto Workers to open these centers.

The number of employers using our managed care services has grown from 290 just two years
ago to over 700 today. Deere employees and retirees now represent about twenty percent of our
total enrollment.

Our success has been built on three basic principles. We have applied these principles to other
government programs with great success, and no doubt they could be applied to Medicare as
well.

. We believe that high quality health care is the most cost effective care.

° We believe that costs can be lowered significantly when employers, providers,
government and managed care companies create partnerships that utilize a market-based
approach.

. We believe that patient satisfaction and education are of utmost importance.
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High quality health care is the most cost effective care.

Our overriding priority has been on the development of high quality delivery systems. We have
found that by emphasizing the quality of care, we can also lower costs. This quality control is
obtained by focusing on the primary care physician. That physician can direct all of the care of
an enrollee and the enrollee's family. Coordinating this activity helps the physician to improve
the consistency of care given each patient.

We emphasize quality of care in many ways. Here are some examples:

> As we started our health centers, Deere & Company developed an alliance with the Mayo
Clinic for the continuous improvement of Disease Management Strategies, a series of
clinical practice guidelines used by physicians in the health centers. These imporant
guidelines allow health care professionals to create the best treatment protocols for certain
high frequency, high cost diseases. These guidelines help the physician to deliver
consistently high quality care but do not mandate the treatment plan.

We have three strategies already in use at our health centers. They include guidelines for
asthma, diabetes and high blood pressure. A total of 11 have been designed and will be
implemented.

Other diseases targeted include heart disease, depression, chronic headaches, lower back
pain, breast cancer, gallstones, abnormal uterine bleeding and abnormal Pap smear.

> We are now deploying an Electronic Medical Record system which allows our physicians
to track all key aspects of the care given to a patient. The system assists the physician in
coordinating the care of each patient. The use of technology allows physicians to identify
chronic disease patterns and act to prevent health care problems. This technology provides
a tool for more consistent care.

> In our staff model health centers, Deere & Company handles the management and
administrative functions. This frees the physician to focus on patient care. We provide
data about each physician's practice that can be used by the physician to improve the
quality of care provided.

> In choosing physicians, we review more than a dozen indicators to assure that the
physician will practice medicine with a program and patient philosophy consistent with
our own.

The success we have experienced at Deere in managed care comes from our practical, day-to-day
recognition that the highest quality health care is also the most cost effective health care.

Partnerships which take a market-based approach can impact cost.

Employers, hospitals, physicians, community alliances and managed care companies are
responding to the need to control health care costs while not compromising quatity of care. For
instance, Deere health care costs increased by two percent in 1994 which includes the cost for
retiree supplemental plans with a slightly older workforce. Our cost last year was approximately
$2000 per covered individual. We believe this is the only meaningful way to measure this cost
since a cost per family can vary significantly because of family size. We also know there
currently is no meaningful data available nationally on a per covered person basis.

We have not removed choice to achieve these results for enrollees from Deere, other companies
and in our government programs. Employers have told us they prefer to give employees a choice
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in health care plans, to allow the individual employee to choose the health care plan best suited
to their specific situation. This system works when pricing of the various plans is reflective of
the real market situation. We believe partnerships create plans which allow the interests of
patients and employers to be met.

Partnerships also work in government programs. In 1994, we tripled the number of Iowa counties
where we serve the Medicaid population. In this program, government served as a catalyst for
change. Because of concerns by the State of Iowa, private sector alternatives were sought and
developed. We first became involved with this project in 1986. Today 23,000 Medicaid enrollees
in Jowa receive health care coverage through our managed care program. The history of our
project 1s as follows:

. When the State identified the need, we first worked with local providers to create a
partnership that was committed to meeting the challenge.

3 W= believed in one concept then that we maintain today. All patients are part of the
mainstream in our system. Our quality improvement initiatives are targeted to improve
the care provided to all patients. Our managed care programs and services are used with
all patient populations.

As an example, this year we are targeting children with asthma with our Disease
Management Strategies. Our intervention with these patients will aim to improve the
child's health status. Children in our Iowa Medicaid population will be included in the
project. We will most likely provide financial savings to the State of Iowa by ensuring
that a consistent and proper treatment plan is in place for this chronic illness.

> Annually, the State of Towa pays five percent less than they would outside our program.
In addition, two years ago we voluntarily returned an additional $3.5 million to the State
of Iowa. According to Iowa officials, our program is saving the state $500 per year per
anrollee.

We also are gaining valuable experience in state-mandated reform by participating in the
TennCare program in Tennessee. We currently have 17,000 enrollees in the plan and have put
in place some of the same strategies used in our Iowa experience.

In addiiior, we have 10,000 members enrolled through a Medicare cost contract and are working
on development of a Medicare Insured Group (MIG) demonstration project with the Health Care
Tinancing Administration.

Our involvement with the MIG project started when I chaired the OHMO National Industry
Council in the late 1980s. This council was created by Richard Schweiker, former Secretary of
Health and Human Services. The Council met to enhance and encourage the development of the
managed care industry. Through this council, Deere & Company, along with others, envisioned
a program to encourage more post-65 retirees into managed care.

The five-year demonstration project would provide for a five percent savings to the Federal
Medicare program for each enrolled participant in our managed care network. The post-65 retiree
would cortinue to have a choice in plans. But we believe there would be strong incentives for
the post-65 year old retirees to move to managed care programs.

‘This concept continues to be of interest to us and we are moving forward to put this
demonstration project in place We believe the MIG project will provide better value to the
Mediccre enrollee and allow us to work more effectively with the providers.

In all of this experience, I would underscore the importance of all patient care being delivered
in the same manner. No group of patients should be treated differently than another.
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Patient satisfaction and education is an important emphasis.

Change cannot occur if patient satisfaction is not maintained. Three years ago, our encolle. cated
our services as the best in the country, according to research by a leading consumer magaz::e.
This rating came after many of our enrollees had seen dramatic change, moving to maiazed carz
programs for the first time in their life. We managed this change with educational prvygrame and
open communication. When you introduce more choice to Medicare participants, we beiiav= you
must target patient education as a top priority.

In late 1994, we commissioned the Gallup Organization to do research with our patients. Gallup
compared us to a national composite database of 64 other health care plans. Our patients score
us significantly higher than the national composite in key areas of patient satisfaction. These
include:

. Overall Satisfaction
. Satisfaction as compared to their previous plan
. Satisfaction with Customer Service

. Courtesy with Physician Office Staff

. Overall Quality of Physician Care

. Thoroughness of Physician

. Satisfaction with the time the physician spends with the patient

There is a significant finding in this research. Overall enrollee satisfaction in the staff maode!
health centers was six percent higher than in our Independent Physician Model HMO. Botii icores
are very favorable. However, the 94 percent ranking in our staff model managed car. program
means that a population can be moved to a more tightly managed plan without decreasing patient
satisfaction. We have focused on improving the primary care physician's relationship wiii patients
in this model and it appears to be adding value from the patient's perspective.

We also believe strongly in education of all enrollees. We have developed many programis «.med
at specific groups to improve their health care. We have a New Generations program for won.en
who will soon be new mothers. In this program we have improved the rate of pregnant women
who seek care in the first trimester. We have aiso had significant success with other educatiunal
programs targeted at diseases such as diabetes, cervical cancer and breast cancer.

Can_these same principles be applied to Medicare?

We have focused on quality of care in all of our programs. We believe in partnership with all
of the stakeholders in the health care industry. We know patient satisfaction sho:id not be
jeopardized. These principles draw more people into managed care programs, even wt.2? they are
given a choice. We believe these same concepts can work in the Medicare populat:on:

» Our experience with the Medicaid program in Towa clearly suggests it can work. Quality
improvements and cost savings continue in that program. As we develop new strategies
to improve the quality of care, we are having an additional favorable impact ¢a health
care costs for that population.

4 We can keep current employees in managed care programs as they become Medicare
eligible. Deere retirees report high levels of satisfaction with their care and with the
administration of the managed care programs.

> Education of patients can attract other retirees not now in managed care. Our retirze
population continues to grow in our managed care programs. This education must be
focused on the quality of care provided.
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4 Mainstreaming Medicare beneficiaries with other patient populations is clearly possible
and beneficial. Managed care plans have proven their value in providing lower costs and
higher quality. Managed care is, however, only one tool among an array to manage health
care cost and enhance quality.

There are important considerations in introducing more choice into the Medicare program,
especially when the choices will include managed care programs. Here are some final thoughts
about our current strategy for the MIG project.

> The MIG does not contain any monetary inducements for retirees to enroll in one of the
managed care programs. However, we have designed the project to encourage enroliment
in the MIG.

> We will closely parallel our current options to enrollees. The Medicare eligible will be

automatically enrolled in the MIG.

> We believe retirees who currently enjoy the benefits of managed care will want to enroll
in the MIG project. Our provider panels, our facilities, our commitment to quality, our
enrollee satisfaction and our benefit levels have served as inducements in the past and will
continue to be attractive under the MIG.

> Retiree participation in HMOs has increased over time. This appears to be because of the
growth in the participation of active employees. As our employees retire, they stay with
the benefits and delivery systems to which they have grown accustomed. And as the
Gallup Survey showed, they are very satisfied with their current plans.

Deere has traditionally supplemented the Medicare benefit to cover virtually all medical expenses,
and provided it at little or no charge to retirees. Because of this, there are only subtle reasons to
choose managed care Retirees have nevertheless chosen the HMO options. We believe this
increasing success is based on their perception of the quality of care, the coverage for preventive
measures and the freedom from paperwork.

Encouraging choice in the Medicare program is important. Designing the choices to encourage
high quality, cost effective health care will be a foundation for success.
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Mr. McCRrERY. Thank you, Mr. Van Bell.
Mr. Maher.

STATEMENT OF WALTER B. MAHER, DIRECTOR, FEDERAL
RELATIONS, CHRYSLER CORP.

Mr. MAHER. Thank you, Mr. Chairman and Members of the Com-
mittee. My name is Walter Maher. I am director of Federal rela-
tions for Chrysler Corp., and we appreciate the opportunity to be
here today to discuss this important issue.

Chrysler firmly believes that anyone sponsoring a health plan,
whether an employer or a government, can achieve savings without
sacrificing quality if those benefits are delivered by selective man-
aged care plans as opposed to traditional fee-for-service indemnity
plans. And as such, we commend the Committee for examining all
the options that are available to increase substantially the number
of Medicare beneficiaries enrolled in such plans.

Now, given the current low rate of enrollment of Medicare berne-
ficiaries in managed care plans and the potential savings inherent
in increasing that number, real opportunities exist to achieve Medi-
care savings and help reach balanced budget objectives.

Increases in Medicare managed care enrollment will alse help
strengthen the hand of employers as they seek to achieve greater
efficiencies from the health care system. In short, working in tan-
dem, the public and private sectors can bring about reduced health
care costs for our country, help bring those costs more in line with
the costs prevailing in other leading countries, and in the process
enhance American living standards, American competitiveness, and
free up funds to help our country meet its other pressing needs.

Prior to 1989, I was Chrysler’s director of employee benefits.
With the cooperation of the unions representing many of our em-
ployees, we had put into place a series of successful innovative
managed care programs designed to reduce the cost of the health
care programs covering our employees and our non-Medicare retir-
ees. During the latter half of the eighties, we entered into a cooper-
ative research project with Health Care Financing Administration,
HCFA, to determine whether Medicare and employer retirec health
costs could be controlled, enrollee satisfaction enhanced, while
maintaining quality of care.

Based on the recommendations of Health Data Institute, which
conducted the study for us, in 1989 we decided not to pursue a
demonstration project at that time. We were in the relative infancy
of this concept, the number of unknowns were legion, and the risks
to any company sponsor were great. More specifically, the parties
were unable to satisfactorily resolve questions concerning risk se-
lection and other uncontrollable risks.

The issue of the demonstration project’s administrative cost was
a significant one. To achieve lower operating costs would require
significant investments amortized over long periods and large en-
rollments, neither of which were ensured.

We were also unable to secure an agreement with HCFA to per-
mit the demonstration project to use Medicare’s favorable provider
payment arrangements.

Finally, if additional benefits were to be provided to spur enroll-
ment, the demonstration project would have to generate efficiencies
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great enough to exceed the combined cost of the additional benefits,
Medicare’s 5-percent retention, and the additional cost of adminis-
tration if it were to reduce the cost for the sponsor of the dem-
onstration.

Now, to say the least, much has transpired since 1989 insofar as
health care financing is concerned. One major change in today’s en-
vironment is the reality of financial accounting standard 106 re-
garding retiree health expensing. Employers providing retiree
health benefits are more than ever acutely sensitive to such costs.
They now have an even greater incentive to reduce those costs, but
they also have incentives to avoid taking on new risks and liabil-
ities: Witness the decline in the number of employers providing re-
tiree health coverage.

Nevertheless, for employers who continue to provide coverage, it
is clear that both they and Medicare have an interest in reducing
the cost of retiree health care. Now, whether this will translate into
employer interest in entering into risk arrangements with HCFA
will depend on a number of factors, not the least of which is the
company’s aversion to doing anything likely to increase its retiree
health cost or risk.

Now, in this regard, forecasted Medicare cost escalation and Part
A shortfalls during the post-2002 period, portend further Medicare
cost reduction efforts which may deter employers from participat-
ing in a demonstration where they assume the risk. Now, while
such cost reduction efforts will undoubtedly be required, we would
hope the primary focus will be on assuring that providers of care
are committed to a continuous quality improvement process elimi-
nating all semblances of waste in the system. The goal should be
to reduce the cost of health care for all payers, public and private,
rather than shifting costs from the public to the private sector.

Despite all of this, opportunities do exist for employers and Medi-
care to work together to realize retiree health care savings. For ex-
ample, many employers offering managed care options offer plans
developed by Blue Cross/Blue Shield, commercial insurance compa-
nies, and well-recognized HMOs. These plans, in turn, contract
with providers. HCFA could negotiate risk arrangements directly
with the managed care plans covering Medicare benefits, while the
employer could negotiate an arrangement with the plan covering
employer-provided complimentary benefits; and, by doing that,
meet the combined objectives of Medicare, the employer, and the
beneficiaries share.

In conclusion, Mr. Chairman, reforming the Medicare Program to
incorporate an extensive offering of managed care options available
to the employee population is a long overdo means to reduce the
rate of growth in Medicare spending. Both our Federal budget defi-
cit and our high rate of national health spending pose a major
threat to sustained economic growth in the future. While solving ei-
ther or both problems will not solve all of our country’s economic
and social problems, they are interrelated and solving them will be
essential if we are to offer future generations of Americans the op-
portunities we all have enjoyed.

Thank you.

[The prepared statement follows:]
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TESTIMONY OF WALTER B. MAHER
CHRYSLER CORPORATION

Mr. Chairman and members of the Committee, my name is Walter B. Maher. | am the
Director - Federal Relations for Chrysler Corporation. Thank you for inviting me to
appear here today to discuss employers and the Medicare program, and specifically
the provision of Medicare coverage to former employees.

Chrysler Corporation produces cars, trucks, minivans and sport-utility vehicles for
customers in more than 100 countries. It has been in business for seventy years. We
employ over 120,000 people worldwide, almost 100,000 of whom work in this country.
Chrysler provides health benefits for its employees, retirees and dependents of both
groups. In 1994, we spent over $800 miilion for this coverage.

Chrysler firmly believes that anyone sponsoring a health benefit plan, whether it be an
employer or a government, can achieve savings, without sacrificing quality, if those
benefits were delivered by selective managed care plans as opposed to traditional fee-
for-service indemnity plans. As such, we commend this Committee for examining all
options to increase substantially the number of Medicare beneficiaries enrofled in such
plans.

We also believe that, as Congress sets about the essential task of balancing the
federal budget by a date certain. it is most appropriate that action be taken to reduce
the rate of growth of federal Medicare expenditures. Given the current iow rate of
enroliment of Medicare beneficiaries in managed care plans, and the potential savings
inherent in increasing that number, real opportunities exist to achieve Medicare
savings and help reach balanced budget objectives. Increases in Medicare managed
care enraiment will also strengthen the hand of employers and other private sector
health plan sponsors as they seek to achieve greater efficiencies from the health care
system. In short, working in tandem, the public and private sectors can bring our
country's health care costs more in line with costs prevailing in other leading countries,
and in the process enhance American living standards, enhance America's
competitiveness, and free up funds to help our country meet its other pressing needs.

Medicare Insured Group Feasibility Study

Prior to June of 1989, | was Chrysler's Director of Employee Benefits. While in that
position, one of my responsibilities was managing Chrysler's health care plans. As is
the case today, controlling health costs was of the highest priority to Chrysier. Due to
the highly competitive nature of the global automotive marketplace, and the
significantly lower health costs in all other auto-producing countries, controlling health
costs is critical to our competitive success.

Prior to 19889, with the cooperation of the unions representing many of our employees,
we put into place a series of innovative managed care programs designed to reduce
the cost of the health care programs covering our employees and non-Medicare
retirees. This included not only traditional HMO's and PPO's, but also PPQ’s designed
specifically for certain coverages, such as mental health and substance abuse cases,
as well as programs to reduce the cost of our fee-for-service indemnity plans. As a
result of these efforts, Chrysler kept its rate of health cost growth well below that of
business in general.

For retirees eligible for Medicare benefits, Chrysler pravides coverage for services not
covered by Medicare that are covered by our plan for active employees. During the
latter half of the 1980's, as part of our overall effort to better manage health plan
costs, Chrysler, in cooperation with the UAW, sought to develop a feasible strategy to
provide cost effective care for Chrysier retirees eligible for Medicare benefits. It was
hoped that it would be possible to demonstrate that a single, integrated Medicare
Insured Group (MIG) program would work better than two separate Medicare and
Chrysler complementary programs. Consistent with the framework provided by the
Omnibus Budget Reconciliation Act of 1987, a cooperative research project was
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undertaken with the Health Care Financing Administration {(HCFA) to determine
whether Medicare and employer retiree heaith costs could be controlied, enroilee
satisfaction enhanced, while maintaining quality of care.

Following a lengthy analysis by Health Data Institute (HD1), in 1989 Chrysler and the
UAW concurred with HDI's recommendation not to pursue a MIG demonstration at that
time. Several matters contributed to this decision, not the least of which was that we
were in the relative infancy of this concept, the number of unknowns were legion, and
the risks to MIG sponsors were great.

More specifically, given that the demonstration was to be voluntary for retirees (i.e. the
retiree could choose to opt in to the MIG program or retain traditional Medicare
coverage), Chrysler and HCFA were unable to satisfactorily resolve questions
concerning risk selection and other uncontrollable risks.

Further, the issue of MIG administrative costs was a significant one. The cost to
Medicare to administer its fee-for-service plan is significantly less than the costs an
employer must incur to administer a comprehensive managed care plan, even for a
very large group. Not only were ongoing MIG administrative costs anticipated to be
higher, but since Chrysler was not in the health insurance or HMO business,
significant start-up administrative costs were projected. To achieve lower operating
costs would require significant systems investments amortized over long periods and
large enroliments, neither of which were assured Chrysler and HCFA were also
unable to resolve this issue

Given Medicare's favorable provider payment arrangements, we sought to enable the
MIG 1o have the same terms available to it. We were unable to secure such an
agreement with HCFA.

Another issue we confronted was the fact that certain managed care initiatives, to the
extent they impacted the number of participating providers, could impact MIG
enroliment and risk selection. If benefits over and above those provided by the
combined Medicare/Chrysler benefits were to be provided by the MIG to spur
enroliment, Chrysler would have to bear the cost of such benefits with no assurance of
offsetting savings. In this regard, it should be noted that Medicare was to retain 5% of
the cost of an experience rated capitated payment. Accordingly, if additional benefits
were to be provided, the MIG would have to generate efficiencies great enough to
exceed the combined cost of the additional benefits, Medicare’'s 5% retention, and the
additional costs of administration, if it were to reduce costs for the MIG sponsor.

There were also several uncertainties in 1989, including uncertainties about the then
recently enacted Medicare catastrophic coverage law and how it might impact the
MIG, and uncertainties about future Medicare cost containment initiatives, including
the 1989 recommendation by the Physician Payment Review Commission to change
the way Medicare reimbursed physicians.

Current Environment

To say the least, much has transpired since 1989 insofar as health care financing is
concerned. Medicare has continued to tighten its provider reimbursement policies to
the extent that, for a comparable MIG project to save money today, it must rely almost
exclusively on utilization-related savings. Further, some progress has been made to
achieve utilization reductions within indemnity plans, so some of the "low hanging fruit"
has already been plucked. Nevertheless, managed care still presents savings
opportunities for Medicare and for employers providing Medicare complementary
benefits.

Another difference in today's environment compared with 1989 is the reality of FAS
106. Financial Accounting Standard 106, which went into effect in 1993, requires
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companies providing retiree health benefits to accrue the cost of such benefits during
the years employees provide services. Prior to FAS 106, the expense recognized for
these benefits was based primarily on the cash expenditures for the period during
which the benefits were provided. it is clear that FAS 106 sent a wake-up cail to
corporate America on the future cost of retiree health benefits. Employers providing
retiree health benefits are, more than ever, acutely sensitive to such costs. They now
have an even greater incentive to reduce these costs, as well as ample reason to
avoid taking on new liabilities.

According to a 1994 study released by KMPG Peat Marwick, Retiree Health Benefits:
The Uncertainty Continues, employers' offering of retiree health benefits continues to
shrink, even among the largest firms. According to this study, "Corporate America is
against the wall on retiree heaith coverage, and firms are taking dramatic measures in
response.” It goes on to say, however, that employers are not necessarily out of
options:

" .. there are considerable opportunities for decreasing the burden of retiree
health coverage on a firm's balance sheet. Managed-care plans, flexible benefit
plans, and defined contribution health plans are just a few of the ways
employers may be able to significantly reduce their retiree medicai liabilities
while still providing some level of retiree health coverage.”

It is clear, therefore, that both Medicare and employers have a shared interest in
reducing the cost of retiree health care. However, whether this will translate into
employer interest in entering into risk arrangements with HCFA will depend on a
number of factors, not the least of which is a company’s aversion to doing anything
likely to increase its retiree health costs or its risk. In this regard, employers must
take cognizance of the fact that, according to recent testimony earlier this month
before the Senate Budget Committee by Henry J. Aaron , Director of Economic
Studies, The Brookings Institution, budget projections indicate that while Medicare
outlays, absent change, are scheduled to rise from $176B in 1995 to well over $3008
in 2002, they are scheduled to rise further to over $400B by 2005. Likewise, trust
fund projections for Medicare Part A indicate that while the cash flow deficit is
expected to hit $50B in 2003, it will grow to $100B in 2008. Given such forecasts,
continued Medicare cost reduction efforts will likely be required if the federal budget is
to remain in balance without resorting to tax increases. This prospect may deter many
employers from participating in a MIG like arrangement.  Further, as efforts continue to
reduce Medicare outfays, a primary focus should be on assuring that providers of care
are committed to a continuous quality improvement process, eliminating ail
semblances of waste in the system, and meeting best practice benchmarks. The goal
should be to reduce the cost of health care for all payers, public and private, rather
than shifting costs from the public to the private sector.

Alternatives

Notwithstanding the abave, opportunities exist for employers and Medicare to work
together to realize retiree health care savings. For example, many employers offering
managed care options, offer plans developed by Blue Cross Biue Shieid, commercial
insurance companies, and well recognized HMOs. These plans, in turn, contract with
providers. While these managed care plans often incorporate benefit administration
techniques developed in concert with the employer, HCFA could seek to negotiate a
risk arrangement directly with the managed care plan covering Medicare benefits,
while the employer could negotiate an arrangement with the plan covering employer
provided complementary benefits. In this way, the retiree would be able to remain in
the same health system, subject to the same or similar cost containment rules
applicable during pre-Medicare years, free of the administrative hassle retirees coping
with both Medicare and a former employer's claims processing procedures must
endure, and both Medicare and the former employer could realize health care savings.
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In this regard, it should be noted that it has been the existence of ERISA which has
facilitated the growth and development of high quality, cost effective employer
sponsored health plans, the very plans you seek to enlist to heip controi the rate of
growth in Medicare outlays. For this reason, both the federal government and
employers have a mutual interest in preventing the adoption of anti-managed care
proposals.

In addition, to assure Medicare does realize savings from the expansion of managed
care enrollment, it appears that, in addition to revising the program to provide a
reason for a Medicare beneficiary to want to enroll in a managed care plan, Medicare
must also develop a risk adjusting technique to guard against risk selection. Based on
testimony this Committee received earlier this year from Bruce Vladeck, HCFA
Administrator, the Adjusted Average Per Capita Cost (AAPCC) method HCFA uses to
pay Medicare risk contractors (not MIGs), is not adjusted for the health status of the
enrollee. As a result, managed care currently costs the Medicare program rather than
achieving savings, as these plans appear to attract the healthier members of the
Medicare population. While negative for Medicare, beneficiaries enrolled in some of
these plans receive additional benefits at no cost to them (which often serve as the
incentive for them to join the plan in the first case). If Medicare wishes to achieve
savings and increase enroliment in managed care plans, this cannot continue.

Conclusion

Mr. Chairman, reforming the Medicare program to incorporate the extensive offering of
managed care options available to the employed population is a long overdo means to
reduce the rate of growth in Medicare spending. Efforts to achieve Medicare savings
which rely mainly on constrained provider fees, and which ignore the savings
opportunities presented by managed care, often end up shifting costs to private sector
payers and doing little to reduce overall national heaith spending. Both our federal
budget deficit and our high rate of national health spending pose a major threat to
sustained economic growth in the future. While solving either or both problems will
not solve all of our country's economic and social problems, they are interrelated, and
solving them will be essential if we are to offer future generations of Americans the
opportunities we have enjoyed.
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Mr. McCRrgRry. Thank you, Mr. Maher.
Mr. Salter.

STATEMENT OF CHARLES G. SALTER, DIRECTOR, EMPLOYEE
BENEFITS, GENCORP, FAIRLAWN, OHIO

Mr. SALTER. Mr. Chairman and Members of the Subcommittee,
my name is Charles G. Salter, director of employee benefits of
GenCorp. I am also pleased to serve on the board of directors for
the Association of Private Pension and Welfare Plans, an associa-
tion I am sure each of you are familiar with, with their construc-
tive and thoughtful assistance in legislative matters affecting pen-
sions and health care.

GenCorp is a technology-based company in Fairlawn, Ohio, with
positions in aerospace/defense, automotive and polymer product
markets. We cover approximately 26,000 employees and depend-
ents in our employee medical plans and approximately 21,000 retir-
ees and dependents under various retiree medical programs.

As a representative of a plan sponsored by a self-insured em-
ployer and an employee benefits professional, my intent today is to
encourage you in your further exploration of the ways in which em-
ployers can participate constructively in the Medicare Program.

Like many other emplyers, we are engaged in examining the fea-
sibility of contracting with HMOs that have risk-sharing contracts
with Medicare. Briefly stated, I wish to encourage you in the fol-
lowing specific areas:

Coungress should encourage the expansion of managed care with-
in the Medicare Program. Managed care should be positioned to en-
hance the quality of health care delivered to Medicare beneficiaries.
Congress should seek to attract more HMOs to participate in the
Medicare risk-sharing program. Congress should encourage the
participation of employer groups in the HMO risk-sharing program.

First, the experience of employers like GenCorp indicates that
the strategy of managing health care produces better results than
the passive use of the unmanaged fee-for-service system. Working
with health care providers and network managers, such as HMOs
or insurers, employers have driven the employee group health mar-
ketplace in the direction of organized systems of care that focus on
the course of a patient’s treatment, the coordination of necessary
care, and attention to the overall allocation of scarce resources. The
extension of these advances to Medicare beneficiaries should be en-
couraged and expanded.

Many managed care concepts and innovations have been devel-
oped and honed in the marketplace for active employees. Requiring
health care providers and managed care networks to be responsive
to the needs of plan participants and the employer/payers has lit-
erally transformed the marketplace for private employer groups in
the last 7 to 10 years. It is not merely an economic phenomenon.
Most successful employer managed care programs are focused on
improving the quality of health care delivery. Good financial re-
sults typically follow efficient delivery of quality health care serv-
ices. This model has much to offer the Medicare population, par-
ticularly in the areas of disease management, wellness, care of
chronic health conditions, and the continuity of care.
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Next, one of the hallmarks of the movement of employer plans
toward managed care has been a focus on improved quality in the
health care system. Among the lessons we have learned in manu-
facturing, as well as in delivering health care benefits to our em-
ployees, is that illusive concepts such as health care quality can be
reduced to identifiable elements. The relative presence or absence
of these elements can serve as indicators of the quality of network
management and ultimately the quality of health care delivery.

The coalescence of health providers, network managers, insurers,
and other professionals around such benchmarking activities as the
HEDIS, Health Plan Employer Data and Information Set, measure-
ment tool and the collaborative efforts of employer-led initiatives
like the Cleveland Health Quality Choice program are evidence of
marketplace activity that is having success and positive impact on
improving the quality of care and reducing cost.

Both, the government and the private sector have substantial fi-
nancial obligations with regard to retiree medical coverage. Ap-
proximately 40 percent of all Americans receive their health care
benefits from self-insured employer-sponsored plans. It is clear that
both parties have a significant interest in seeing that quality im-
provement continues to be a hallmark of managed care as it is in-
troduced to the Medicare population.

My message to you today, simply put, is that quality costs less.
Incorrect diagnoses, improper treatments, unnecessary service, and
the inappropriate setting for care are, by definition, not quality.
The key is identifying a reasonable consensus view on quality indi-
cators, communicating that view to managed care organizations,
and then driving the change.

Today, less than 10 percent of Medicare beneficiaries are enrolled
in managed care for the receipt of their benefits. Despite increased
efforts by HCFA and the HMO community, the level of participa-
tion is far below the level of participation in the pre-65 population.
At GenCorp, the figure in managed care is close to 80 percent.

I will leave it to the HMO community and managed care net-
works to identify technical factors that may need to be revisited in
order to increase managed care enrollment under Medicare. Gen-
erally, however, I would call your attention to one significant char-
acteristic of the current Medicare risk-sharing program.

Under the HMO risk-sharing program, HMOs contract with
HCFA on a capitated basis to provide at least the full Medicare
benefit package, usually along with additional supplemental bene-
fits. This has led, however, to the development of an HMO Medi-
care product focused on individuals rather than on groups.

The individual nature of the product contributes to the labor in-
tensive way in which HMOs must market, enroll, and administer
their Medicare members. It also leads to the final suggestion I wish
to offer to you today. Increased employer involvement in enrolling
retirees in Medicare risk-sharing HMOs can help bring greater
group related efficiencies, greater retiree acceptance as well.

Increased employer participation in the Medicare risk-sharing
marketplace has several benefits to the beneficiaries, employers,
and the government. Current and future Medicare beneficiaries
will be more willing to enroll in Medicare risk-sharing HMOs if
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their employers are actively involved in reviewing and monitoring
those plans.

Employees are also able to negotiate and improve plan designs
from risk-sharing HMOs by seeking supplemental benefits and im-
prove pricing arrangements for employer groups. Experience with
enrolling active employees in managed care has also taught em-
ployers what needs to be communicated to participants in order for
their decisions to be well informed and for a managed care program
to be successful.

At GenCorp, we are currently participating in an employer coali-
tion lead by a national benefits consulting firm, Towers Perrin.
This coalition of over 70 employers is exploring the offering of se-
lected risk-sharing Medicare HMOs to over 1.5 million Medicare-
eligible retirees. We recently completed the first phase of analysis
in which we identified the areas where our retiree population, com-
bined with others in the coalition, have a geographic match with
current risk-sharing HMOs. The response of HMOs so far is en-
couraging. We are hoping to negotiate and approve meaningful sup-
plemental benefits on favorable terms in addition to the required
Medicare package.

We believe that employer involvement in the process will contrib-
ute to higher than average retiree enrollment and satisfaction with
the selected HMOs involved. This is a developing example of the
positive role that employers committed to the benefits of managed
care can play in connection with the Medicare Program.

I thank you for the opportunity to testify today, and I would be
pleased to respond to any questions you might have.

[The prepared statement follows:]
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TESTIMONY OF CHARLES G. SALTER
GENCORP

Mr. Chairman and members of the Subcommittes, my name is
Charles G. Salter, Director, Employes Benefits of GenCorp.

GenCorp is a technology-based company located in Fairlawn,
Ohio, with strong positions in asrospace/defense, automotive and
polymer product markets with net sales of $1.7 Blllion in 1984. We
cover approximately 26,000 employees and dependents in our
employee medical plans and approximately 21,000 retirees and
dependents under various retiree medical programs.

As a representative of a plan sponsored by a self-insured
employer and an empioyese benefits professional, my intent today is to
encourage you in your further exploration of the ways in which
employers can participate constructively in the Medicare program. Like
many other employers, we are engaged in examining the feasibility of
contracting with HMOs that have risk sharing contracts with Medicare.
Briefly stated, | wish to encourage you in the following specific areas:

> Encourage the expansion of managed care within the Medicare
program. '

The experience of employers like GenCorp indicates that the
strategy of managing health care produces better resuits than the
passive use of the unmanaged fee-for-service system. Working with
health care providers and network managers, such as HMOs or
insurers, employers have driven the employee group health
marketplace in the direction of organized systems of care that focus on
the course of a patient's treatment, the coordination of necessary care
and attention to the overall allocation of scarce resources. The
extension of these advances to Medicare beneficiaries should be
encouraged and expanded.

Many managed care concepts and innovstions have been
developed and honed in the marketplace for active employee group
hesith benefite. Requiring health care providers and managed care
networks to be responsive to the needs.of plan participants and the
employer/payers has literally transformed the marketplace for private
empiloyer group hosith coverage in the last seven to ten years. This is
not merely an economic phenomenon. Most successful employer
managed care programs are focused on improving the quality of health
care delivery; good financial results typically follow efficient delivery
of quality heaith care services. This model has much to offer to the
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Medicare population, particularly in the areas of disease management,
weliness, the care of chronic health conditions and the continuity of
care.

- Use managed care to enhance the quality of heaith care detivered
to Medicare.

One of the halimarks of the movement of employer plans toward
managed care has been 2 focus on improved quality in the delivery of
heaith care benefits. Among the lessons we have learmed in
manufacturing, as well as in delivering heaith care benefits to our
employees, is that elusive concepts such as health care quality cqn be
reduced to identifiable elements. The relative presence and/or absence
of these eloments can serve as indicators of the quality of network
management and ultimately the quality of health care delivery. The
coalescence of health praviders, network managers, insurers and other
professionals around such benchmarking activiies as the HEDIS
measurement tool and the collaborative efforts of employer-led
initiatives like the “Cleveland Health Quality Choice™ program are
evidence of marketplace activity that is having success and positive
impact on improving the quality of care and reducing cost

Both the government and the private sector have substantial
financial obligations with regard to retiree medical coverage.
Approximately 40% of all Americans receive their health care benefits
from self-insured, employer sponsored plans. It is clear that both
parties have a significant interest in seeing that quality improvement
continues to be a halimark of managed care as it Is Introduced to the
Medicare population. My message to you, simply put, is that quality
costs less. Incorrect diagnoses, improper treatments, unnecessary
sorvices and Iinappropriate settings for care are, by definition, not
quality. The key is identifying a reasonabie, consensus view on quality
indicators, communicating that view to managed care organizations
and then driving the process In our roles as payer through continual
quality improvements.

> Attract more HMOs In the Medicare risk sharing program.

Today, less than ten percent of Medicare beneficiaries are enrolled
in managed care programs for the receipt of their Medicare benefits.
Despite Increased efforts by HCFA and the HMO community, this level
of participation Is far below the level of participation of the pre-65
population in managed care. Among active eligible employees, more
than 50 percent are enrolied in some type of managed health care
system. At GenCorp this figure is closer to 80%. The empioyers who
moved in this direction, some of them many years ago now, have
enjoyed the benefits along with the risks of being ploneers. In similar
fashion -~ that is, to drive marketplace change for Medicare
beneficiaries — | suggest you focus on those policy changes that will
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continue to attract HMOs in all regions of the country into the risk
sharing program.

1 will leave it to the HMO community and managed care networks
to identify those technical factors that may need to be revisited in order
to increase managed care enroliment under Medicare. Generally,
however, | would call your attention to one significant characteristic of
the current Medicare risk sharing program. Under the HMO risk
sharing program, HMOs contract with HCFA on a capitated basis to
provide at least the full Medicare benefit package, usually along with
additional supplemental benefits. This has led, however, to the
development of an HMO Medicare product focused on individuals,
rather than groups. The individual nature of this product contributes
to the labor intensive way in which HMOs must market, enroll and
administer their Medicare members. It aiso leads to the final
suggestion | wish to offer you; increased employer involvement in
enrolling retirees in Medicare risk sharing HMOs can help bring greater
group-related efficiencies and greater retiree acceptance to this aspect
of the Medicare program.

> Continue to encourage the participation of employer groups in the
HMO risk sharing program.

increased employer participation in the Medicare risk sharing
marketplace can have several benefits for Medicare beneficiaries,
employers and the government. Current and future Medicare
beneficiaries will be more willing to enroll in Medicare risk sharing
HMOs if their employers are actively invoived in reviewing and
monitoring these plans. No amount of HMO marketing and advertising
can compete with the positive effect of a communication from the
retiree’s former employer introducing the managed care concept and
the potential benefits of participating in a managed care network or
HMO. As | indicated earlier, approximately 80% of our empioyees are
already participating in managed care programs; therefors,
continuation of managed care Into retirement will be anticipated and
considered the norm.

Employers also are able to negotiate improved plan designs from
risk sharing HMOs by seeking supplementa!l benefits and improved
pricing arrangements for employer groups. This existing flexibllity in
the risk sharing program is sometimes not even fully understood by
HMOs that have risk sharing contracts with Medicare. As sophisticated
purchasers of health services, employers involved in this market place
can bring about product innovation by HMOs and greater value to
retirees.

Experience with enrolling active employees in managed care
programs has siso taught employers what needs to be communicated
to participants in-order for their decisions to be well informed and for
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a managed care program to be successful. Success in these programs
s measured by participant understanding and acceptance, not by
coercion. Employer involvement in enrolling retirees in risk sharing
HMOs that the smployer endorses can lead to lower disenroliment by
retirees from risk sharing HMOs.

At GenCorp, we are currently participating in an employer
coalition led by a national benefits consulting firm, Towers Perrin. This
coalition of over 70 employers is exploring the offering of selected risk
sharing Medicare HMOs to over 1.6 million Medicare-eligible retirecs.
We recently compieted the first phase of analysis in which we identified
the areas where our retires population, combined with others in the
coalition, have a geographic match with current risk sharing HMOs.
The response of HMOs so far is encouraging; we are hoping to
negotiate improved and meaningful supplemental benefits on favorable
terms in addition to the required Medicare package. We helisve
employer involvement in this process will contribute to higher than
average retiree enroliment and satisfaction with the selected HMOs
invoived. This is a developing example of the positive role that
employers commitied to the benefits of managed care can play in
connection with the Medicare program.

- Thank you for the opportunity to testify today. | would be pleased
to respond to any questions you may have.
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Mr. McCreRry. Thank you, Mr. Salter, and thank all of you for
your excellent testimony.

Now I am going to ask Mr. Ensign if he would like to inquire of
the witnesses.

Mr. ENSIGN. Thank you, Mr. Chairman.

I want to explore some of these ideas you talked about. Mr. Van
Bell, you talked about saving $500 per year. I think that all of you,
through a lot of the innovations you have done through your com-
panies and with some of the coalitions, have been able to bring the
costs down in some cases, in some cases slowing the rate of growth
similar to what we are talking about doing with the Medicare pop-
ulation.

In Mr. Stark’s opening testimony, he talked about severe cuts in
Medicare spending. I want to address that issue because I think it
is a very important issue. The other day we had a person that was
in charge of the University of California health care systems, and
they talked about savings, over $650 per year per enrollee. Because
of the innovations they had done, they actually had savings that
much per year.

I asked the question, and I am asking you the same question, do
you consider the savings through innovation, and all of you men-
tioned that you had improved quality and not decreased the level
of satisfaction from your enrollees. Do you consider those cuts?

Mr. VaN BELL. I would certainly be happy to try to respond to
the question. I don’t believe that our retirees or the Medicaid eligi-
ble in the State of Iowa that are in our program would look upon
our innovations as cuts. I believe that they would look upon them
as enhancements to the quality of the care we provide.

In a number of initiatives surrounding our disease management
strategies with the asthmatic population, we are beginning to see
some real benefits through the education process, teaching these
patients how to use peak flow meters and manage their own condi-
tions so they are not needing to run to an emergency room at 3
o’clock in the morning. These kinds of innovations, we believe, are
going to clearly enhance the quality of care.

People have told us that they feel they are in control and they
are managing their care much more efficiently with the primary
physician that they are now a part of, in a relationship.

Mr. ENSIGN. What Mr. Stark said this morning, though, you just
cut their benefits because you are spending less money. You are
saving money by not going to the emergency room. That is a cut.
Just because you are giving them better care, that doesn’t mean
anything, I guess. That is a cut.

Mr. VaN BeLL. Well, I can’t really represent what was said ear-
lier. I can only say what we are doing, and I look upon it as a way
to improve the quality of care, and that is really one of my mis-
sions. If I am saving money in the process that can be used for
other types of care or other services in this country, then that is
a positive that flows from this activity.

Mr. ENSIGN. Mr. Stark also mentioned in his testimony about
maybe these companies getting involved with the retirement popu-
lation do not have the purest motives at heart when they are try-
ing to get involved with this type population.
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Could you, anybody on the panel, address some of the reasons
that you would want to be involved with the retirement population,
the Medicare population?

Mr. MAHER. I think the only reason a company would want to
get involved is the same reason that the government wants to get
involved, and that is to have a win-win situation. For that reason,
a company is not likely to want to get involved if they think the
deck is stacked against them and they are going to lose money,
very clearly for the reasons in my testimony. I would submit that
Medicare, likewise, should not enter into an arrangement if it
would lose money.

I happen to believe that, as you go down this path, which makes
an awful lot of sense in terms of trying to get more people in man-
aged care plans, that the current methodology that is used to pay
for these beneficiaries appears to be working against the govern-
ment. The last thing you want to do is to worsen the budgetary sit-
uation.

So, I would encourage the Committee to look into how the gov-
ernment pays to make sure that it is a good deal for the govern-
ment. The only way this is going to work is if it is a good deal for
both parties, and, frankly, it can be.

Mr. ENsSIGN. Well, not as far as the rhetoric up here is concerned.
It is one or the other. I would agree with you. We need to change
our paradigm. We need to change our mindset, similar to what
business is doing in the United States with labor unions and man-
agement.

There are ways to have both parties win. 1 think the best way
for us is to design programs where the Medicare population and
the government both win.

Mr. VAN BELL. I would just add that in our health plans, on the
boards of our health plans, labor is represented and has been rep-
resented for 15 years. So, we have an ongoing dialog with labor.

As we look at managing the costs of our parent company, that
is one of our missions within John Deere Health Care. Our retirees
are an important part of that, as I mentioned. We believe that it
is important to manage all the supplemental benefits that we pro-
vide.

Beyond Medicare, we provide the pharmaceutical benefit, drug
benefits, vision, hearing, dental. All of those are components of cost
that we have to bear as a corporation, and we need to work on
managing those costs and that is part of our responsibility.

Mr. ENSIGN. My time is up. Thank you, Mr. Chairman.

Mr. McCRrERY. Thank you, Mr. Ensign.

Mr. Cardin.

Mr. CARDIN. Thank you, Mr. Chairman. Let me thank all three
of our witnesses, not only for their testimony, but for the ways in
which you have managed your health care for your respective enti-
ties. Very impressive testimony and very impressive results.

One of the purposes for today’s hearing is to explore the feasibil-
ity of looking to private employers to assume more of the respon-
sibility in Medicare, if we were to look at your employees once they
reach the age of Medicare eligibility, all remaining in your health
care plans.
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The Republican-passed budget in the House provides for an an-
nual increase in Medicare over the next 7 years of 5.4 percent.
Now, if you adjust that for the demographic changes that are an-
ticipated, that would be approximately a 3.9 percent per capita in-
crease over the next 7 years.

The question that I would like to focus on, would you be willing
to assume the responsibility of all of your retirees who have
reached the age of Medicare eligibility, and assume full responsibil-
ity for their health care costs with the Federal government paying
to you the current per enrollee federal cost for Medicare, adjusted
annually by 3.9 percent? Can that work?

One of the difficulties we have on optional plans is, we run into
the problem of potential adverse selection or cherrypicking, how-
ever you want to refer to it, and there is a tendency for the more
disabled seniors to stay in fee-for-service under Medicare and not
to come into a managed care environment.

So, my question is, if the system were so designed that every per-
son that is in your plan remains in your plan on reaching Medicare
eligibility, and the Federal Government were to pay you that sum
of money, is that a feasible alternative? Understanding, of course,
that we would require that the benefit levels not be reduced or the
cost to the seniors increased as one of the ways of bringing the
plans into balance.

Who wants to tackle that? Are you willing to assume that re-
sponsibility?

Mr. MAHER. I will start. Mr. Cardin, there are a lot of employers,
including our company for a sizable number of our retirees, that
have already taken the step the Congress is trying to take, that is,
by trying to limit our future liability for cost by just assuming that
we are going to pay x dollars, perhaps inflated each year by some
amount, and, in essence, the risk gets transferred, in this case to
beneficiaries. For a lot of the reasons set forth in my testimony, I
think that you will find a lot of apprehension in the employer com-
munity about the proposal that you mentioned.

Let me get to the larger question, and that is businesses in this
country today, if they are going to succeed in a global economy
must operate with a continuous improvement mentality, setting
breakthrough objectives and then, hopefully, meeting them; and
setting new breakthrough objectives. The objective should not be
whether it is reducing the rate of growth or cutting Medicare costs,
it is trying to get the job done as efficiently as possible.

Given all of the indicators of excess in the health care delivery
system in this country, I am not prepared to say that 3.9 percent
is not doable.

Mr. CARDIN. The question is would you be willing—how would
you feel if legislation were crafted that required you to assume this
responsibility without diminution of benefits to the seniors or with-
out additional cost to the seniors, guaranteeing you the funds that
[ said? How would Chrysler feel about that? Would you support
that legislation?

Mr. MaHER. Well, first off, I think you saw the attitude of the
great bulk of the employer community in the last 2 years when the
subject was taking on the risk for active employees on a mandated
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basis. I suspect that if you are talking about, all right, we are going
to therefore mandate everybody to take on not only——

Mr. CARDIN. I will do it voluntarily. Will you step forward and
volunteer to take——

Mr. MAHER. I think my testimony makes clear all of the reasons
why you would find a lot of apprehension in the employer commu-
nity for the employer to assume that risk.

Mr. CARDIN. I understand that.

Mr. MAHER. I think I have set some alternatives here. There are
people in the business called HMO plans who are in the business
of assuming risk, and there is no reason why HCFA and employers
cannot contract with them.

Mr. CaRrDIN. The difficulty is that unless you take the full group,
you run into the——

Mr. MAHER. Selection problem.

Mr. CARDIN. The selection problem. We know that is one we have
not been able to come up with a satisfactory solution for. Maybe,
you all have the answer to that. We welcome your suggestions. We
are still trying to figure out how to deal with selection.

The bottom line is this: Can the business community, which has
been successful in dealing with health care by better educating
your enrollees and developing better ways of offering additional
choice to your employees, can you take on more of this responsibil-
ity, at a 3.9 percent annual growth, without diminution of the ben-
efits or additional cost?

I think the answer is—and you were pretty direct—you would be
pretty reluctant to accept that kind of responsibility.

[ don’t know if either of the other two witnesses want to com-
ment or not.

Mr. VaN BELL. I would quickly add that I don’t believe we know
the answer to the question. There are so many variables when you
look at our population versus, say, Chrysler’s or anyone else, trying
to understand how you would do it. We as an HMO are looking into
seeking a risk contract as we speak. Some of the work we are doing
with a MIG addresses——

Mr. CARDIN. That doesn’t assume all your employees.

Mr. VaN BeLL. Pardon?

Mr. CARDIN. That doesn’t assume that everyone will join the risk
contracts.

Mr. Van BELL. No, I am talking about the commercial aspect of
John Deere Health Care. The risk.

Mr. CARDIN. I'm sorry.

Mr. VaN BeLL. There are so many variables that we would have
to understand, plus the administrative activities. Seeking a risk
contract, as I understand it, is probably a year’s proposition at the
very best. So, there are a lot of things that go into that decision,
and it is very difficult. The variation from different parts of the
country. It is so difficult to answer that question.

Mr. CARDIN. Thank you.

Mr. SALTER. I can say that at GenCorp we certainly believe this
whole issue is a national issue; probably needs to be spread in
some form over the economy as a whole.

What [ think each one of us, independently, has said is that
managed care has worked at our companies. If you have a level
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playingfield, there is absolutely no reason why it cannot work na-
tionally. When we talk about cuts, we are really talking about cuts
in waste, cuts in inefficiency.

Our companies are not in the position to continue to invest in
waste. Quite the opposite. We are trying to cut that. That, in turn,
relates to improved service and improved quality, and so forth.

So, I believe what we are really saying is that quality costs less
and the only way you get to quality is to begin to measure what
you do. Right now we are not doing that in our health care delivery
system.

Mr. McCRERY. Thank you, gentlemen. Thank you, Mr. Cardin.

Since, Mr. Cardin’s questions are always so penetrating and elic-
it such enlightening information, and because he has no help on his
side today, I allowed him to go further than we normally would.

Mr. Christensen.

Mr. CHRISTENSEN. Thank you, Mr. Chairman.

Let’s just go over some Medicare facts in terms of the spending
per senior citizen this year and in terms of medical benefits re-
ceived. Currently, we are spending $4,800 per Medicare recipient.
In year 2002, we are going to spend $6,400 per Medicare recipient
in terms of medical benefits received. That is a $1,600 increase.

Listening to Mr. Stark speak, it would seem as if we are bringing
an end to Medicare as we know it. These “Mediscare” tactics that
have been promulgated by the liberals in this House is really dis-
gusting, and we keep hearing it from our friends on the left. It
doesn’t help us get to a solution of the Medicare problem.

Clinton’s own trustees, as you know, have stated that Medicare
goes bankrupt in the year 2002. It is growing at a 10-percent
growth rate. We are going to slow it down to 6 percent. But yet,
to listen to Mr. Stark and others speak, innovative and novel ideas
are not what we need at this time.

My question would be regarding the Democrats’ big government
experiment with health care last year that was soundly rejected by
the American people. Where were each of your companies on this
approach to solving health care last year? And then I have a follow-
up.
Mr. VaN BELL. We followed the legislation throughout the proc-
ess and we felt very strongly that the private sector held many of
the solutions. We were very concerned about the creation of alli-
ances and more government intervention with our programs.

We felt very strongly that we should continue to work to unleash
the private sector in health care. We felt a number of the innova-
tions that we had embarked on and invested in to improve the
quality of care would probably not continue if we moved in that di-
rection. So we were terribly concerned with the direction of legisla-
tion last year.

Mr. MAHER. Our company believes that the health cost in this
country and the cost shifting that is inherent in this country will
really never be fully resolved until you get all people in this coun-
try covered. As a result, there were many aspects of the Health Se-
curity Act, including the goal of getting everyone in this country
covered that we supported.

To the extent the country decided that it wanted to continue with
a public-private system as opposed to a fully tax supported system,
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if we were going to rely on employers to provide coverage for people
who worked, the great bulk of people do that, we did support the
fact that all employers should be required in some way to contrib-
ute to the cost of health care in this country.

We supported reliance on competition in terms of health plan de-
sign as opposed to a fully rated regulated system. Because we
think that competition, in terms of solving the cost problem, if it
is competition versus full rate regulation, you are better to have
some blend of both rather than having a fully rated regulated sys-
tem. Because, clearly, the marketplace has shown that you can get
efficiencies in the system. We are starting to see the introduction
in some European countries experimenting with HMOs, and so
forth, even within their budgeted systems.

We did support a requirement that all employers in some way
participate in the system, because my company, for example, and
the manufacturing sector in general, is paying about 28 percent ad-
ditional in health costs because of cost shifting. A great deal of that
is because people in our industry, in manufacturing and other large
industries end up not only paying for their employees, but also
spouses of their employees who have jobs elsewhere. It is just, in
our sense, not a fair way of distributing costs.

Mr. CHRISTENSEN. Mr. Salter, also, I would like you to address
whether your company has experimented with MSAs at all?

Mr. SALTER. No, we have not. I have a comment on that, though.
I think it is interesting, I had a chance to explore the issue as far
as allowing individuals through MSAs, for example, to purchase
their own health care. It gets to the subject or the topic of innova-
tion in health care.

It is interesting. It is not very innovative if you look at somebody
who is selling an appliance in a store. They have a price tag, and
they even have a consumer report that will rank all the quality.
I think what we have said today is that we really would like to see
the force of the markets unleashed at producing efficiencies in the
system.

There is no consumer report on health care. Quality is assumed
in the system. That is dangerous because we have already recog-
nized we have measured some. There is a large variance in quality
within even communities. Price is very difficult to obtain. There-
fore, if you are purchasing based upon value, and value typically
is some tradeoff between quality of a product and the cost of that
product, that is not available in the health care system.

So, really, consumers today cannot go out there and, quote, shop
for their health care. I think if we had something like that, it
would perhaps go a ways toward helping with MSAs.

Mr. CHRISTENSEN. You are exactly right, and we had a panel yes-
terday, including, among others, Stuart Altman, who summed it up
perfectly about the HCFA and the health care system delivery we
have now for the Medicare. His quote was, we are talking about
efficiency here. That, unfortunately, sums up our system.

Thank you, Mr. Chairman.

Mr. McCrERY. Mr. Houghton.

Mr. HOUGHTON. Thank you, Mr. Chairman. Just a couple of
questions, one specific and one a little broader.
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Specifically about John Deere. Is this correct, that you give retir-
ees the same health care coverage if they go outside the managed
care arrangements?

Mr. VaN BELL. Their benefit offering provides that they have ba-
sically the same package. There would be some enhancements
through our managed care program, effective case management,
some education in preventive medicine, and things like that. They
are very much the same plans.

Mr. HOUGHTON. OK. Now, the more general question really is,
the difference between the approach that Chrysler and John Deere
are taking as far as retirees.

If T understand it, Chrysler rejected the concept—working closer
with HCFA—to be able to blend the Medicare and the non-
Medicare expenses. It somehow did not work out. John Deere was
willing to do that, assuming, of course, that the whole push would
be more toward the managed care area, and you thought that that
was a good sort of common denominator. Why the difference in the
two approaches here?

Mr. VAN BELL. I will let Wally answer that and then I will try
to respond, too.

Mr. MaHER. Two things. First, the time period. Our involvement
was 1988 and 1989. In addition to the uncertainties that I men-
tioned in my oral testimony today, my written testimony talks
about a lot of the other things on the table then. For example, at
that time the Medicare Catastrophic Act had just passed. The ques-
tion was how in the world is that going to impact our negotiations
with HCFA? The Physician Payment Review Commission had just
recommended to Congress a total overhaul in the way Medicare
paid physicians, which was probably going to be implemented, and
indeed was. How was that going to impact our arrangements?
Probably the biggest factor is that we are not in the HMO business;
John Deere is in the HMO business. They have been working on
this project with HCFA for 5 years and will likely start it, as [ un-
derstand it, next year, 1996.

Being in the health plan business eliminates from consideration
a significant amount of the investment in administrative systems.
In other words, to a certain extent there is some sunken cost al-
ready there in an ongoing HMO that we don’t have, and we are in
the car and truck business and not in the HMO business.

So, the question to our management at that time, do we want to
make an additional investment in this type of system which, to
make sense, would have to be amortized over a long period of time
and over a large enrollment? The question: Are you going to be in
this demonstration for a long enough period of time and get enough
people in it to make it worthwhile? And those questions were just
not satisfactorily resolved.

Mr. HOUGHTON. OK.

Mr. MAHER. Conceptually, what I think is important, is we con-
tinue to believe that both companies offering complimentary bene-
fits and Medicare, both can gain if that Medicare beneficiary is en-
rolled in a good, efficient health plan. The question is: Who is going
to bear that risk?

I think one suggestion we have is there are businesses out there
in that business of managing health plan delivery. I suggest that,
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in terms of accountability, it may be best to have the health plan,
the accountable health plan, be the one bearing that risk. Indeed,
that is the business that John Deere Health Care is in, to be an
accountable health plan.

Mr. VAN BELL. There clearly are differences. First of all, we feel
very strongly that health care is local. Our environments are very
different, where Chrysler would be located and maybe where Deere
is located with a number of its facilities. I also need to preface any
remark by indicating it has been 5 years and that is not really a
problem because of HCFA, it has been a combination of a lot of
things that had to be dealt with.

We believe with health care being local that we can work with
those providers very effectively. We know that most of our retirees
domicile in the community in which they work when they retire.
We have been in this business for about 20 years. We have a
database of retiree costs, at least supplemental costs. The situation
was significantly different looking at Chrysler and John Deere.

Now, there are applications, I am sure, very similar to ours in
other parts of the country where a MIG might very well work.

Mr. HOUuGHTON. Mr. Chairman, could I just ask one more quick
question?

Gentlemen, since you are not willing to accept the succulent offer
of Mr. Cardin here on the 3.9 percent, I must assume, therefore,
that you are going to be able to control your costs over the next
5 years below that. Is that right?

Mr. VAN BELL. I don’t know as anyone really knows what is
going to happen with costs over the next 5 years. I know we will
negotiate additional labor contracts in that period of time. I have
no idea what might be envisioned in labor negotiations that might
impact retiree costs. I have no idea what might happen at the
State or Federal level. It is very, very difficult to try and forecast
what those costs are.

What I try to do is to manage those costs as well as I possibly
can with a quality thrust. Our whole effort, we really believe that
enhancing the quality of care is going to reduce the cost of that
care. Everything we do, our physicians that are on staff in our cen-
ters, our work with Mayo, all are directed to do that. We believe
the payoff is in managing that cost. The peripherals out there,
many things I cannot control.

Mr. HOUGHTON. Thank you, Mr. Chairman.

Mr. McCreRY. Thank you, Mr. Houghton.

Mr. Van Bell, if you can, let us explore some of the negotiations
that have been taking place with HCFA over the last several years.
I am going to try to characterize the interests of HCFA and the in-
terests of John Deere and you tell me if it is a proper characteriza-
tion and then let us expound on it.

HCFA, I assume, is concerned that if they give you a capitated
rate for folks in your HMO that you will get the low-cost employees
into your HMO and the high-cost employees will stay in the fee-
for-service and Medicare will have to reimburse them on a fee-for-
service basis.

Your concern, I would assume, is that if you accept a capitated
payment, you don’t want to get all the high-risk patients in your
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HMO under a capitated rate and have the better risk stay in fee-
for-service.

Is that the tug and the pull that has been taking place?

Mr. VaN BELL. I don’t know it is fair to characterize it as a tug-
ging and pulling, but I would say that trying to understand what
the rate ought to be is the question. We have been working with
HCFA in very positive ways to try to determine what the appro-
priate rate is, looking at the Deere experience, looking at the coun-
ty experience, looking at national experience.

We have engaged the help of Deloitte & Touche as we work
through this and in attempting to come up with what is appro-
priate. Obviously, the MIG has a 5 percent savings right off the
top, on whatever rate you establish for the beginning of the dem-
onstration for the Medicare Program. There also is a cap on what
we would be able to retain if, in fact, we do generate the savings
that we believe are there through local involvement, local control.

I believe that the rate setting will be established. I think it is a
question of making sure that we have the appropriate risk and re-
ward relationship put together.

Mr. MCCRERY. And where are you right now?

Mr. VAN BELL. We are really in the final stages of reviewing
where we are on rates. We have had some dialog in the last few
weeks. We expect that we will be sitting down with HCFA very
shortly.

Our goal would be to do that, to continue to visit with the UAW,
United Auto Workers. We have brought them along as this process
has evolved over the last several years. It has been in phases, if
you will. Factfinding, rate setting, and education. Our goal would
be that we would start that MIG sometime the end of this year or
January 1, 1996. That is at least the objective set in place.

Again, I will assume that we can work through the rate-setting
issues. I assume that we will have continued endorsement from the
UAW to do the demonstration.

Mr. McCRERY. Well, are you basing your assumptions on a nor-
mal or average group or are you trying to get more specific than
that and analyzing who your participants are going to be?

Mr. Van BeLL. The work that we have been doing is a dem-
onstration in one community where Deere has a major presence. It
is in the quad city, Moline, where our corporate office is located.
About 350,000 people reside in that community and we have a good
concentration of retirees that live there.

We are trying to understand the experience of that population,
which is data that HCFA has. We would only have supplemental
data. What the county rates are versus national rates and trying
to understand how the Deere population stacks up in there so we
can set the rate that is appropriate and HCFA then in fact is
incented with their 5 percent and we are incented to perform the
kinds of things I mentioned earlier we are working to do.

Mr. McCRrERY. Will all of your retiree population participate?

Mr. VaN BEeLL. In that community they would be placed in the
MIG, but could elect to opt out of that program if they so elect. It
is my understanding that that is acceptable as to how we would do
it.
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We would have to go into an exhaustive education process. Keep
in mind, a lot of our retirees already are in our managed care pro-
grams in that community.

Mr. McCRERY. But if they have that option to get out of the
HMO, isn’t HCFA concerned that their high risk beneficiaries will
opt out and go for the fee-for-service?

Mr. VAN BELL. I have not personally been in a discussion where
that was mentioned. It may be that that is an issue that they will
raise with us, I don’t know.

Mr. MCCRERY. OK. One last question for Mr. Salter. If you want
to entice your retirees to join a Medicare HMO, how would you do
it?

Mr. SALTER. Well, probably the easiest way is an evolutionary
approach. We have, for example, close to 65 or 70 percent of our
active employees on the West Coast in HMOs now. Our biggest
challenge, obviously, is the challenge of change, and it takes some
time to get people used to the managed care concept.

I think any time that you run parallel systems where you are al-
lowing essentially two delivery systems to operate side-by-side, one
that allows, “total freedom of choice to go anywhere you want on
a fee-for-service basis and another, managed care system that has
restrictions on utilization, people with higher risk will tend to opt
for the fee-for-service system.”

The way we have expressed it at GenCorp, is that we are on a
continuum of care and we are moving from fee-for-service toward
full managed care. So, where GenCorp will ultimately spend its
money is in the managed care environment. It will become, I be-
lieve, prohibitively expensive for employees and then, later, as re-
tirees, to go into the fee-for-service system, if that is provided as
a choice at all.

I think you do it in an evolutionary manner. In the short term
your biggest problem is with change, changing purchasing behavior
and having confidence that the care that is delivered in the new
setting, the managed care setting, is equal to and, in fact, better
than the care that can be obtained by self-referral.

Mr. McCRreRY. So, I am inferring that when you say if they
choose to stay in fee-for-service it would become prohibitively ex-
pensive, that you are going to either reduce their benefits or in-
cre‘?se their coinsurance if they choose to stay in that form of serv-
ice?

Mr. SALTER. 1 believe that is necessary just as in other areas of
our business. Remember part of my message here today is that the
phenomena of having a price on an item with a quality indicator,
is not unique in this country, it is only unique that it is absent in
the health care delivery system.

Our company purchases a number of things on a wholesale basis.
When we do that, we are also allowed to set higher specifications
for the production of the services and products that we receive. So,
what we are saying is that if the company has determined after a
period of time that it can produce, it can purchase rather, a higher
quality product at lower cost, it only makes sense, then, if someone
chooses to continue to purchase retail, that the company charge the
differential.

Mr. MCCRERY. So, the answer is yes.
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Mr. SALTER. Yes.

Mr. VAN BELL. Mr. Chairman, one additional comment I would
make. It may sound a little unusual, but it is really to our benefit
if we can get the people with the greatest illnesses in our plan, be-
cause we then can more effectively manage that care and the sup-
plemental benefits that we provide, the pharmaceutical, the drug
costs, if you will.

So, it may sound a little unusual, but trying to encourage the
sickest, if you will, into our managed care program would be bene-
ficial to Deere in managing its supplemental cost.

Mr. McCRreRY. Thank you, gentlemen, for your comments. We
appreciate your testimony.

We now call up the second panel. Matthew Stover, president and
chief executive officer of NYNEX Information Resources Corp., and
he is here on behalf of the National Association of Manufacturers
and accompanied by Sharon Canner, vice president, human re-
sources policy department, National Association of Manufacturers;
James S. Ray, counsel, National Coordinating Committee for Multi-
employer Plans, and he is accompanied by Judith Mazo, counsel.

Thank you for joining us today, and like the previous panel, any
written prepared remarks that you have will be entered into the
record and we would ask you to summarize your testimony in 5
minutes. When the yellow light comes on, you will have about 1
minute to conclude. When the red light comes on, if you would just
attempt to reach a conclusion.

Mr. Stover.

STATEMENT OF MATTHEW STOVER, PRESIDENT AND CHIEF
EXECUTIVE OFFICER, NYNEX INFORMATION RESOURCES
CORP., ON BEHALF OF NATIONAL ASSOCIATION OF
MANUFACTURERS, ACCOMPANIED BY SHARON CANNER,
VICE PRESIDENT, HUMAN RESOURCES POLICY DEPART-
MENT, NATIONAL ASSOCIATION OF MANUFACTURERS

Mr. STOVER. Thank you, Mr. Chairman, Members of the Commit-
tee. 1 am Matthew Stover, president and chief executive officer of
NYNEX Information Resources Corp., the information services sub-
sidiary of NYNEX Corp. NYNEX employs 67,000 active individuals
and we have 63,000 retirees, for all of whom we provide approxi-
mately $640 million in annual medical coverage. I am also a mem-
ber of the board of directors of the National Association of Manu-
facturers and chair the NAM’s employee benefits committee.

NAM would like to thank you and your colleagues for taking a
leadership role in the Medicare debate. The NAM agrees the
present Medicare system needs to be restructured and we are
pleased to be given the opportunity to participate in your search for
the best restructuring solutions.

Your concept of seamless coverage in which the Federal Govern-
ment would make payments to employers who retain their Medi-
care-eligible retirees in their health plans is an innovative response
to the crisis in the Medicare system. Employers would have the op-
tion to assume the risk of these retirees and manage their care
with the same tools that we have been using to successfully man-
age the care of active workers.
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In summarizing my written statement today, I would like to dis-
cuss the NAM’s principles for Medicare reform, highlight several
trends in employer-sponsored health coverage, and conclude by not-
ing several specific concerns of beneficiaries, government, and em-
ployers.

The NAM urges this Committee to consider the following prin-
ciples as it modifies Medicare: That any modification should: (1)
provide incentives for greater use of managed care; (2) maintain
quality health care for employees, retirees, and Medicare bene-
ficiaries; (3) seek solutions that reduces escalation of medical costs
for the Nation as a whole; (4) avoid initiatives that result in cost
shifting; and finally, continue to pursue market approaches to en-
sure access to quality medical care for all Americans.

Consistent with these principles, the NAM board of directors
adopted a resolution on Medicare and Medicaid in February of this
year. Within that resolution, the NAM supports efforts to reduce
our Nation’s budget deficit, however, we believe that unilateral
across-the-board reductions in the Medicare and Medicaid Pro-
grams should be avoided because they are likely to exacerbate cost
shifting to the private sector and individuals. The challenge for
business individuals and the government is to reduce the total cost
of health care, both public and private.

Specifically, the NAM supports restructuring Medicare with an
emphasis on greater use of quality managed care, which delivers
higher value by encouraging more efficiency and the wiser use of
services. Cost containment is important to all Americans and it is
very important to many NAM companies that provide broad medi-
cal benefits and are forced to compete internationally with compa-
nies that do not incur similar expenses.

Consistent with this, the NAM commends you for proposing ways
to restructure Medicare and for exploring opportunities to increase
the use of managed care for Medicare beneficiaries. As you consider
a role for employers in the Medicare system, it is important to note
a few facts. While 97 percent of NAM members provide health cov-
erage to active workers, only 61 percent of all working age Ameri-
cans receive employment-based coverage. In addition, 52 percent of
employers surveyed provide early retiree benefits, in 1992, down
from 64 percent in 1987. So, there is a trend downward in the cov-
erage of retirees.

According to the Health Care Financing Administration, 75 per-
cent of Medicare beneficiaries have private insurance to supple-
ment Medicare while 38 percent have employer-sponsored coverage.
So, we see that employers are disengaging themselves from the re-
tiree health system. In fact, between 1987 and 1992 it reduced
from 57 percent down to 46 percent.

In considering the creation of a seamless health care option for
Medicare beneficiaries, the benefits and costs of Medicare-eligible
retirees, the Federal Government, and the employer community
must be considered. Medicare-eligible retirees would benefit from
greater access to quality managed care plans offered by former em-
ployers, particularly if this allowed them to remain in their current
managed care plan. However, Medicare-eligible retirees may have
some geographic difficulty gaining access to employer-sponsored
plans because they may not be located where the retiree is living.
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The Federal Government may overestimate savings from this
concept, particularly if the only employers who choose to partici-
pate are the ones with, “healthier retirees.” Greater savings would
result from moving the less healthy Medicare populations into
managed care arrangements, not the healthier ones. The solution
to this issue may, unfortunately, not be found without more gov-
ernment regulation, looking at risk adjustor systems and also look-
ing at increased government regulation and review to monitor the
solvency of employer’s health plans and the proper use of pay-
ments.

Employers will insist that the seamless coverage concept be vol-
untary for both the employer and the retiree. Clearly, any mandate
to shifting cost from government to business would be unpopular
and would not address the fundamental issue of reducing the over-
all rate in the growth of health care costs. It is of note that some
employers already are trying to increase retiree participation in
managed care plans by encouraging their retirees to join risk con-
tract HMOs. These are HMOs that contract with HCFA to treat
Medicare-eligible retirees.

NYNEX and seven other large employers are participating in
Florida in a Medicare Risk Coalition which is designed for employ-
ers with large retiree populations in Florida. The employer mem-
bers of the coalition, which began on January 1 of this year have
approximately 27,000 Medicare-eligible retirees in Florida and we
have contracted with four Florida HMOs to provide a voluntary
conversion to managed care. So far, a few hundred of these retirees
have elected to make the switch this year.

Let me conclude by saying again how pleased the NAM is that
you and your colleagues are exploring ways to restructure and im-
prove Medicare. The NAM commends your efforts. Our comments
today are offered to be helpful and highlight issues that will need
to be considered in developing a seamless coverage option. NAM
agrees more retirees should be covered by cost-effective and quality
managed care plans. Of course, there will be, as with any major re-
structuring of a system, technical issues that must be considered
in the final approach, but the overall concept of employers and gov-
ernment working together to reduce waste and inefficiency in our
Nation’s health care system is one with which the NAM very much
agrees. Thank you.

(The prepared statement follows:]
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TESTIMONY OF MATTHEW STOVER
NATIONAL ASSOCIATION OF MANUFACTURERS

Mr. Chairman and members of the Subcommittee, I am Matthew J. Stover, President
and Chief Executive Officer of NYNEX Information Resources Corporation, an information
service company which is a subsidiary of NYNEX Corporation. NYNEX has 67,000
employees and 63,000 retirees worldwide. I am also a member of the National Association
of Manufacturers Board of Directors and I chair NAM’s Employee Benefits Committee. 1
am testifying today on behalf of the NAM. [ am accompanied by Sharon Canner, Vice
President of NAM's Human Resources Policy Department.

The NAM would like to thank you and your colleagues, Mr. Chairman, for taking a
leadership role in the Medicare debate. The April 3 report of the Board of Trustees of the
Federal Hospital Insurance Trust Fund concerns us all. As you know, the Trustees
essentially told you that Medicare Part A, if left unchanged, would be insolvent by 2002.
The NAM agrees that the present Medicare system needs to be restructured and we are
pleased to be given the opportunity to participate in the debate.

Your concept of “seamless coverage," in which the federal government would make
payments to employers who retain their Medicare-eligible retirees in their health plans is an
innovative response to the crisis in the Medicare system. Employers would assume the risk
of these retirees and manage their care with the same tools employers have been using to
successfully manage the care of their active workers. The NAM urges this committee to
consider the following principles as it modifies Medicare:

. Provide incentives for greater use of managed care;

. Maintain quality health care for employees, retirees and Medicare

beneficiaries;

. Seek solutions that reduce the escalation of medical costs as a whole;
. Avoid initiatives that result in cost-shifting;
. Continue to pursue market approaches to ensure access to quality medical

care for all Americans.

Today, I would like to discuss the following matters with you. First, I will provide a
general background on employers and retiree health coverage. I will then discuss the NAM
principles for Medicare reform. I will conclude with a discussion of the issues that will
concern Medicare beneficiaries, the federal government and employers should the Congress
move forward to develop the seamless coverage concept.

L B round - Emplo, and Retiree Health Covera

A. Early Retiree Coverage. Many employees retire before they are eligible for
Medicare. To understand how Medicare might be integrated with employer-provided
coverage, it {s important to examine heaith care coverage for this group of retirees.

In 1992, slightly over half -- 52 percent of employers surveyed by the benefits
consulting firm A. Foster Higgins, provided health care benefits to their retirees under age
65. This figure was down from 64 percent in 1987. Manufacturers, according to the
Employee Benefits Research Institute (EBRI), provided the bulk of this coverage with
approximately 64 percent (in 1991) of manufacturers making health insurance available to
retirees aged 51 to 61.

Firm size is the major predictor in determining if a firm provides retiree health
benefits. A 1993 survey, reported by EBRI in its most recent Databook on Employegs
Benefits, showed that in firms of 10 to 49 employees, only 8 percent provided heaith
insurance coverage to retirees under age 65. By contrast, in firms of 20,000 or more
employees, 84 percent provided health insurance coverage to such early retirees. Given
these statistics, it seems likely that larger employers would be the employers most interested
in participating in a seamless coverage system. Most firms (68 percent) that provided health
coverage for retirees under 65 require that the retiree pay the entire premium. Only eleven
percent of responding firms shared the cost with the early retiree.

B. Medicare-Eligible Retirees. Medicare is the primary payer of benefits for
retirees aged 65 and over. Employer benefits are secondary. In 1993, 10 percent of
employers surveyed by A. Foster Higgins provided health insurance to their retirees aged 65
and older. Only 22 percent of those employers paid the entire cost of this coverage. The
most common type of coverage was a Medicare coordination of benefits (COB) plan. Under
the COB method, the private plan pays the difference between the Medicare payments and
the total charge, as long as that difference is less than the total amount the private plan would
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have paid in the absence of Medicare.

in 1991, the Health Care Financing Administration (HCFA) found that approximately
73 percent of Medicare beneficiaries had some form of private insurance to supplement
Medicare. Approximately 38 percent supplement Medicare with employer-sponsored private
msuranca.

It is important to note that the number of Medicare beneficiaries with employer-
sponsored supplemental coverage declines with age. The 1991 Medicare beneficiary survey
showed that employer-sponsored coverage is at its highest among beneficiaries ages 65 - 69
(41.5 percent). The number drops steadily until reaching a low point of 15.5 percent
covered under employer-sponsored plans for beneficiaries 85 or older.

This trend is troubling. We are here today to discuss the potential role for employers
in the Medicare system. At the same time, employers are disengaging themselves from the
retiree heaith care system. As the number of Medicare beneficiaries with employer-
sponsored health coverage continues to decline, due to forced reductions by many large
employers and business decisions to reduce retiree benefits, creating a role for employers in
the Medicare system will be more challenging.

C. Managed Care and Employer Health Care Costs. Many employers have
found inanaged care to be a crucial component in their efforts to control their health care
costs and provide quality, cost-effective health care to their employees. More than 90
miliicn Americans are now enrolled in some form of managed care. In fact, HMO
enrollment alone has nearly doubled since 1986 to 50 million people in 1994. The
Congressional Budget Office reports that the most effective HMO's -- group and staff model
HMO’s -- can reduce employers’ health care costs by 22 percent compared to typical
indemnity plans. In contrast, approximately 8 percent of Medicare beneficiaries -- 2.3
milkion -- were enrolled in HMQ's as of December 1994.

1. NAM Principles

In February 1995, the NAM Board of Directors approved a resolution on Medicare
and Medicaid. The NAM supports efforts to reduce our nation's budget deficit; however,
unilateral across-the-board reductions in the Medicare and Medicaid programs should be
avoided because they are likely to exacerbate the cost-shifting to the private sector and
individuals. The challenge is for government, business, and individuals working together to
reduce the total costs of health care, both public and private.

Specifically, the NAM supports restructuring Medicare with an emphasis on greater
use of quality managed care, which delivers higher value by encouraging more efficiency and
wiser use of services. Strategies to accomplish this goal should include reducing barriers to
marniaged care, promoting innovation, and fostering competition among program providers.

Given our Board’s resolution, we commend you, Mr. Chairman, for proposing ways
to restructure Medicare and for exploring opportunities to increase the use of managed care
for Medicare beneficiaries. Current health care expenditures by the government, businesses
and individuals cannot be sustained. The United States devotes a much larger portion of its
GNP to health expenditures than do other industrialized nations. The NAM supports a
redi-tion in the rate of growth in overall health care costs for ail payers. Cost-effective
purchasing and management of care will be critical. At the same time, any solution must
maintiin quality health care for employees, retirees and Medicare beneficiaries. The solution
should not shift costs. It is in the nation’s best interest if the solution reduces the rate of
growth in all health care spending without resorting to cost-shifting.

Further, as background, long-standing NAM policy suggests the following guidelines:
Public programs (Medicare and Medicaid) should be structured to distribute the burdens
equitably between the public and private sector and among consumers, payers, and health
care providers. Cost-conscious consumer behavior should be encouraged through greater
cost-sharing and other incentives. Cost-conscious provider behavior should be encouraged
through measures such as prospective payment systems and at-risk arrangements.

1. ider in Creatin aml

In considering the creation of a seamless health care system for Medicare
beneficiaries, the benefits and costs to Medicare-eligible retirees, the federal government and
the employer community should all be considered.

A, Considerations for Medicare-Eligible Retirees. Medicare-cligible retirees
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would benefit from greater access 1o quality managed care plans offered by their former
employers, particularly if this allowed them to remain in their current managed care plan.
They could remain with the same doctors they had before they became Medicare-eligible,
and they would be familiar with the plan’s procedures.

Medicare-eligible retirees may have some difficulty gaining access to employer-
sponsored managed care plans. First, to make educated decisions about their health care,
employees need to be adequately informed of their options. Providing this information to
retirees may place an increased administrative burden on the former employer. There may
also be geographic issues to consider. The former employer’s managed care plan may not be
located where the retiree now lives. In this situation, remaining with the former employer’s
managed care plan would not be a viable option.

Retirees who are “snowbirds" - that is, they live in one, usually warm place for
some or all of the winter and elsewhere for the rest of the year -- often cannot enroll in
"closed panel® HMO’s. This model HMO does not cover the cost of care outside the HMO.
Using a provider outside the network is prohibited. These individuals could enroll in their
employer-sponsored open panel HMO's, which permit visits to a provider outside the HMO,
but the cost of using a non-network provider may be prohibitive.

B. Considerations for the Federal Government. If the former employer who
successfully manages the Medicare-eligible retirees’ care is allowed to retain any savings,
employers with healthier retiree populations are more likely to be attracted to this seamless
coverage concept. These employers could expect to successfully manage their retiree’s care.
This trend will leave the higher-cost retirees in traditional Medicare plans. As a result, the
federal government would save less than anticipated because greater savings would result
from moving the less healthy Medicare populations into managed care arrangements, not the
healthier ones.

The solution to this favorable selection issue may unfortunately be more government
regulation, which runs counter to the expressed philosophy of many members of Congress
and the NAM. The solution may be a risk adjustor that incorporates some measure of health
status. Such a system would pay employers accurately for the risk that their retirees
represent, thereby bringing government costs down. However, implementing such a risk
adjustment may be prohibitively expensive and administratively burdensome for many
employers and their health plans. As a result, it may fall on the government to bear the cost
of a risk adjustment system.

Another factor to consider is that Medicare enjoys lower administrative costs, as a
percentage of total spending, in administering fee-for-service payment than the private sector
does in administering managed care plans. According to HCFA, in 1988, the administrative
costs of the Medicare program were 2 percent of total program costs, but were 5.5 percent
for the large group market -- firms with more than 50 employees. Employers who provide
expanded coverage to their retirees may require additional funding to cover their higher
administrative costs.

Increased government regulation and bureaucracy may be needed to monitor the
solvency of an employer’s health plan and the proper use of payment from the government to
the employer. This raises both a jurisdictional and a cost-benefit issue. Under the Employee
Retirement Income Security Act (ERISA), the Department of Labor has general oversight of
how private employee benefits plans are administered, but the Health Care Financing
Administration (HCFA) administers Medicare. No matter which agency monitors such a
process, regulations would be needed to protect Medicare beneficiaries whose former
employers stopped providing health benefits or became insolvent. Monitoring the
transactions and solvency of private plans, although necessary, would create additional
government regulations and costs. The costs and benefits of this additional regulation would
need to be further analyzed.

C. Considerations for Employers

L. Seamless Coverage Must Be Voluntary. The concept of seamless
coverage raises a number of issues for employers. First, a seamless coverage system should
be voluntary for both the employer and the retiree. Since 1974, the Employee Retirement
Income Security Act (ERISA) has given employers the ability to structure their benefit
packages according to the needs of their employees and retirees. The voluntary ERISA-
system has been crucial to the ability of employers to find innovative and creative ways to
provide cost-effective, quality health care benefits. Clearly, any mandate or shift in costs
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from government to business would be unpopular and would not address the fundamental
Hyoie of reducing the overall rate of growth in health care costs.

It would be administratively difficult for self-insured employers to accept payments
directly from the government for the provision of health care benefits. A more attractive
arreigerient from the perspective of employers may be for the government payments to go
diresty .o the managed care plan, which would then bear the risk.

2. FAS 106. Another issue to consider is Financial Accounting Standard
106 {"AS 106), which went into effect for most companies in 1993, This standard requires
coimpanies that sponsor retiree health plans to record unfunded liabilities for future
exzwacitures on their balance sheets. The standard increases balance sheet liabilities for
corgoretions that have large retiree populations and/or generous health benefit plans. To the
extent t2ul any payment did not adequately compensate employers for their retirees’ health
care ¢osts, the FAS 106 rule would make these employers appear to be less attractive
investi-ents and adversely affect their competitiveness.

3. Continvued Budget Cutting. The environment of government
downisizing and deficit reduction may make many employers leery of participating in this
concept of seamless coverage. Congress may decide to reduce payments to employers in
futire years. Such a reduction would leave employers with a costly and unsustainable
urden as more of their employees become Medicare-eligible. This would induce fear
among employers who have volunteered to participate and may lead to many leaving the
program. In fact, anticipation of the budget cuts that are being considered by Congress may
be erough 1o discourage many employers from participating in this new seamless system in
the first place.

4. Employers and Risk-Contract HMO’s. Some employers are already trying
Licrease retiree participation in managed care plans by encouraging their retirees to join
ntract HMO's. These HMO’s which contract with HCFA to treat Medicare-eligible
reiizess usually have a special expertise with Medicare beneficiaries. Under Medicare risk
contrcts, an HMO receives 95 per cent of the average per capita rate reimbursed under
conventional Medicare coverage for each of its Medicare members, and it must absorb any
losces if its costs to provide care to those members exceed that rate. The few employers that
a.s2 successfully led more of their retirees to enroll in risk-contract HMO's have lowered
tizir suppiemental premiums and often provided their retirees with more comprehensive
coverage, 2]l within the construct of existing law.

~or example, NYNEX and seven other large employers are participating in the
Florida Medicare Risk Coalition, which is designed for employers with large retiree
populations in Florida. The employer members of the Coalition, which began January st of
this year, together have 27,000 Medicare-eligible retirees in Florida.

The Coalition contracted with four Florida HMO's 10 promote a voluntary conversion
10 :nanaged care. So far, only a few hundred of the retirees have made the switch. For each
reiiree inat has switched, his or her former employer will save from $500 to $2,000,
depending on how much the employer had been spending on supplemental coverage. If the
zevenunent redesigns the HMO payment formula in the risk program, it too could save
money from the current Medicare risk contract program.

I¥.  Conclusion

Mr. Chairman, let me conclude by again saying how pleased the NAM is that you
and your colleagues are focused on the Medicare system and exploring ways to restructure
the program. The NAM commends you for your efforts. Our comments today are offered
to ee nclpful and highlight issues that will need to be considered when developing a seamless
coversga system.

The growth in the rate of health care expenditures cannot be sustained, particularly in
our public programs. Restructuring of the Medicare system needs to be a top priority for
this Congress, particularly in light of the Trustee’s report on the looming crisis.

The NAM agrees that more retirees should be covered by cost-effective and quality
maraged care plans. There will be, as with any major restructuring of a system, technical
iaencs -hac must be considered but the overall concept of employers and the government
together to reduce waste and inefficiency in our nation’s health care system is one
M4 very much agrees with.

sgain, NAM urges this Subcommittee to consider the following principles as it
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reforms Medicare:
. Provide incentives for greater use of managed care;
. Maintain quality health care for employees, retirees and Medicare
beneficiaries;
. Seck solutions that reduce the escalation of medical costs as a whole;
. Avoid initiatives that result in cost-shifting;
. Continue to pursue market approaches to ensure access to quality medical

care for all Americans
We look forward to working with you in the months ahead and congratulate you no
your vision in seeking innovative ways to remedy the Medicare crisis. Mr. Chairman, [
would be happy to answer your questions or those of any other member of this
subcommittee.
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Mr. McCreRry. Thank you, Mr. Stover.
Mr. Ray.

STATEMENT OF JAMES §S. RAY, COUNSEL, NATIONAL
COORDINATING COMMITTEE FOR MULTIEMPLOYER PLANS,
ACCOMPANIED BY JUDITH F. MAZO, COUNSEL

Mr. RaY. Thank you, Mr. Chairman. I am accompanied by Judy
Mazo, who is also a member of the NCCMP’s professional staff, and
by Jack Curran, the NCCMP’s long-time legislative director. On be-
half of our chairman, Bob Georgine, let me express our apprecia-
tion for the opportunity to participate in this discussion.

For 20 years now, the NCCMP has been representing the inter-
ests of the more than 10 million workers and families who obtain
their health coverage through joint labor-management multiem-
ployer plans established by collective bargaining under the Taft-
Hartley Act of 1947. I should note, Mr. Chairman, that our popu-
lation of plan participants and beneficiaries is defined by coverage
under a collective bargaining agreement and not by health status.
So, there is no cherrypicking with regard to our plans.

Mr. Chairman, the multiemployer plan community is interested
in exploring cost-effective means by which Medicare-eligible em-
ployees, retirees, and their spouses, covered by our health and wel-
fare plans, can look to those plans for both their Medicare benefits
and other health, disability, and death benefits that our plans may
provide. We believe that arrangements for multiemployer plans to
deliver such seamless coverage, as workers move through active
employment into retirement, can be worthwhile for all parties:
Medicare beneficiaries, multiemployer plans, and taxpayers alike.

We would appreciate the further opportunity to submit to the
Subcommittee at a later date a proposal for such “one-stop shop-
ping” for multiemployer plan participants and beneficiaries.

In developing a proposal, we are guided by a fundamental prin-
ciple: They must be designed to help, not hurt, our plan partici-
pants. This means Medicare-eligible participants and beneficiaries
must be assured of coverage at least as good as what the current
Medicare Program delivers, and the program must not imperil the
plan’s ability to continue providing other participants with good
health coverage at a moderate cost. We believe that this is doable
under certain conditions.

Financing is the key, however, both for the government and for
our plans. In managing multiemployer plans, the trustees are not
running a business in which they are free to take big risks in the
hope of achieving big gains. They are nothing more and nothing
less than fiduciaries of a fund that must be administered in a way
that maximizes the benefits of those it covers.

Because Medicare has provided the lion’s share of health cov-
erage for the over 65 population for so long, multiemployer plans,
like other private sector payers, do not have reliable independent
bases of experience from which to estimate the potential cost of fol-
lowing that age group back into their basic coverage.

Initially, a fair amount of trial and error will be needed to cost
out these programs. To attract multiemployer plans to such vol-
untary arrangements, various concerns relating mostly to financial
risk will have to be addressed. Among those are, number one, the
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pricing. How much will Medicare pay to the plan? To what extent,
if any, do cost sharings or do cost savings from favorable experi-
ence have to be shared with the government?

Design. To what extent will plan trustees have flexibility to de-
sign the benefit package and delivery system for Medicare eligibles
as well as our other participants?

And regulation. To what extent will plans be required to comply
with Medicare regulations on top of ERISA’s regulatory scheme?

We believe that there is much to be gained for all parties, Medi-
care eligibles, multiemployer plans and their participanis as a
whole, and the Medicare Program itself, if an arrangement that
satisfactorily addresses these concerns can be designed.

Mr. Chairman, we thank you, and Judy and I are prepared to an-
swer any questions you may have.

[The prepared statement follows:]
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TESTIMONY OF NATIONAL COORDINATING COMMITTEE FOR
MULTIEMPLOYER PLANS (NCCMP)
AS PRESENTED BY JAMES S. RAY AND JUDITH F. MAZO

Mr. Chairman and Members of thie Subcommittee:

On behalf of the National Coordinating Committee for Multiemployer Plans
{CCMP), its affiliates, and its Chairman, Robert A. Georgine, we are pleased to have
this opportunity to share with you the interest of the multiemployer plan community In
exploring cost-effective means by which Medicare-eligible employees, retirees and their
spouses who are covered by multiemployer health and welfare plans can look to those
multiemployer plans for both their Medicare benefits and any other coverage —
supplemental, for retirees, or primary for active workers -- that the health and welfare
plan provides. We believe that arrang s for the multiemployer plans to deliver that
kind of "seamless" coverage can be worthwhile for the beneficiaries, the plans and the
U.S. taxpayers. We would appreciate the further opportunity to submit to the
Subcommiittee at a later date a more detailed proposal for such "one stop shopping,” In
considering the specifics, we have a fundamental guiding principle: its must be designed
to help, not hurt, our plan participants. This means that Medi ligible participants
aid beneficiaries must be assured of coverage at least as good as what the current
Medicare program offers, and the program must not imperil the plans’ ability to
wsntinue providing the other participants with good health coverage at moderate cost.
We believe this to be do-able.

To assist you in understanding the perspective from which we approach this
question, let us first describe the NCCMP, the nature of multiemployer plans, and the
cuncerns of multiemployer plans and the millions of families they cover with regard to
*he current health care system.

The NCCMP

The NCCMP is a non-partisan, non-profit organization of multiemployer pension,
health and welfare plans and their labor-management sponsors. The NCCMP was
esiablished in 1975 to represent the legislative, regulatory, and legal interests of the
multiemployer plan community - 2 community composed of thousands of plans, more
than ten million American workers and their families, and tens of thousands of labor-
management sponsors.

The national, regional and local benefit plans affiliated with the NCCMP cover
workers in a variety of industries including building and construction, food and
commercial, transportation, service, clothing, textiles, bakery and confectionery,
entertainment, and maritime.

Since the enactment of the Employee Retirement Income Security Act of 1974
¢ERISA), the NCCMP has provided guidance to Congress, the Labor Department, the
Internal Revenue Service, the Pension Benefit Guaranty Corporation, other government
agencies, and the courts on a wide variety of legislative, regulatory and legal issues of
concern to the multiemployer plan community. The organization’s contributions to the
development of employee benefits law with regard to multiemployer plans bas been
-ublicly recognized on many occasions by Congress, by administrative agencies, and by
the Supreme Court.

The retirement, health, and income security of millions of Americans depends
upon the continued existence and well-being of multiemployer plans - an express
tegislative finding of Congress itself.Y

The Nature of Multiemployer Heajth & Welfare Plans
Among the proudest achievements of collective bargaining is the decades-old

nationwide system of joint labor-management multiemployer health and weifare plans
that provide more than ten million Americans workers and their families with medical,

Y See Multiemp Pension Plan Amendments Act of 1990, Publc Law 96-364, Section 3(a).
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hospital, sickness, death, disability, and related benefits Workers covered by
multiemployer plans are employed throughout the Nation in industries as diverse as
building and construction, retail, food, clothing, textiles, transportation, service, mining,
entertainment, hotel and restaurant, and maritime.

But for multiemployer plans, most of these millions of Americans would be
uninsured and at risk for financial ruin in the event of a serious fllness. The seasonal,
intermittent, and mobile employment patterns that characterize these industries would
prevent the workers from obtaining health benefits coverage absent a central pooled
fund through which portable coverage is provided to workers as they move from one
participating employer to another. In addition, most employers in these industries are
small and would not maintain their own employee health plans, particularly for
transient or short-term workers.

For example, a building tradesman may be employed by a particular employer for
only a day, a week, a month or a few months to work on a specific project, and then
move on to work on another employer’s project, and thereafter another, etc. Between
jobs, he or she might be off work for a day, a week, a month, or longer. A building
tradesman might work for scores of different employers over his or her working life, with
periods of unemployment between jobs. Most construction employers would not
maintain their own employee health plans, particularly for transient workers, if they did
not participate in our multiemployer plans. In fact, very few non-nnion contractors
maintain health plans for their employees. The non-union segment of the bullding and
construction industry is among the worst of all industries in terms of health care
coverage. In contrast, virtually all union workers who are employed on jobs covered by
collective bargaining agreements have health care coverage for themselves and their
dependents.

For several decades now, our multiemployer health and welfare plans have been
accommodating these employment patterns by providing a central fund through which
portablie coverage is provided to workers as they move from one participating employer
to another. In effect, all of the participating employers —~ scores, hundreds, and even
thousands of employers - are treated as a single employer for purposes of providing
health and welfare benefits coverage to workers and their families.

Multiemployer health and welfare plans are financed, in reality, by covered
workers throngh their labor. Collective bargaining agreements typically require
signatory employers to contribute to a particular health and welfare plan at a set
dollars-and-cents rate for each hour worked by a covered worker, While the law

2 4 multiemployer health and welfare plan, ofien referred as a *Taft-Hartley plan,” is:
hd @ trust fund blished through labor t collective b ining and p o the
lASaMWRtIaﬁau(’hﬁHmiky‘)Adolebywnrmmhbammd
maore than ane employer of the union-represented workers;

. administered by @ joint doard of trusices with equal labor and managernent representation;

. iding medical, h. Lzation, and other health-related benefits, as well as death, disability
mmmmmmwmmm
. P d by butions which are collectively-bargained b the sp ing

muan(.r) and ﬁe participating empioyers.

These structirgl requirements are imposed by Section 302(c)(5) of the Taft-Hartley Aat [29 US.C.
§186(c)(5)]. Multiemployer health and weifare plans are also regulated by the Employee Retirernent Incorne
Security Act (ERISA) as employer welfare benefit plans. A multiemployer plan is rot a “multiple employer
welfare arangement” or a "MEWA" within the meaning of ERISA.
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considers these to be "employer contributions," the reality is that the employer’s
contributions are substitute wages for labor received. Instead of putting this money into
the worker’s paycheck, the employer pays it to the health and welfare plan to finance
benefits coverage for the worker and his family. Covered workers are well aware of the
cost of health care coverage; they pay the cost by accepting employer contributions in
lieu of cash wages. They know that they are paying the full cost of their health care
coverage. They do not need a new law or tax to motivate them to hold down health care
costs to the extent possible,

For example, the nature of collective bargaining in the building and construction
industry is that the total compensation package cost is negotiated with the employers,
and the workers, through their union, decide how to allocate the total hourly rate among
cash wages, pensions, health and welfare, apprenticeship and training, and other
beneficial programs. An increase in the contribution rate for the health and welfare
plan means less in wages, or less in pension plan contributions, or less in contributions
to another benefit plan. This process makes the workers very sensitive to increases in
the cost of health care coverage.

From the plan’s perspective, financing depends upon the level of covered work, as
well as the collectively-bargained contribution rate. That is, the plan generally receives
employer contributions only for hours worked in employment covered by a collective
bargaining agreement. If the level of covered work declines, plan income declines. The
per hour contribution rate set by the collective bargaining agreements usually cannot be
increased unless and until the labor-management parties negotiate a new or modified
agreement. A multiemployer plan cannot simply reach into the corporate treasury of an
employer, in contrast to single-employer corporate plans.

Over the years, the labor-management boards of trustees of our plans, with
professional assistance, have designed health and welfare programs that balance the
benefit needs and wants of the covered workers with the financing that can be provided
by the collectively-bargained contributions. To balance these factors, the trustees have
developed various eligibility rules, benefit packages, and operational practices tailored
to their particular circumstances. For example, plans have developed various systems
for continuing coverage during gaps in employment and into retirement. These systems
include "hours-bank" arrangements under which a worker’s hours of covered employment
are "banked® and used to pay for benefit eligibility during periods of unemployment.
Other systems use eligibility periods during which a worker’s covered employment builds
credit towards benefit eligibility in a future period (e.g., covered employment in the first
quarter earns the worker benefit eligibility for claims incurred in the second quarter).

By pooling the contributions of many employers into a central fund,
multiemployer health and welfare plans enjoy economies of scale in administration as
well as enhanced purchasing power in dealing with health care providers and insurers.
Multiemployer plans are prototype purchasing cooperatives, Many of our plans are self-
funded. Many others insure some or all of their benefits with commercial carriers or
other health insurers. Some of our plans have in-house administration, although most
use professional third-party admiristrators who answer to the plan’s labor-management
board of trustees.

Participating employers are advantaged in that they are required to do little
other than submit their periodic contributions to the plan with verifying information.
The employers need not become involved in plan administration or plan design. These
functions are the responsibility of the plan’s labor-management board of trustees and
the professionals they hire.
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These financial advantages are even greater for the many multiemployer plans
that are multi-state in coverage. Many multiemployer health and welfare plans cover
workers, dependents, and/or retirees in multiple States. Some multiemployer plans are
national in coverage. Fortunately, because of federal preemption under the Employee
Retirement Income Security Act (ERISA), most of our muiti-state plans are not subject
to regulation by the States; although ERISA preemption is being dangerously diluted by
recent court decisions, some of which have narrowly construed ERISA to allow State
taxes relating to plans, and some of which have read ERISA too broadly to strike down
State laws that Congress intended to preserve. The cost and operation of multiemployer
plans, if not their very existence, would be adversely affected if the plans were subject to
multiple, inconsistent regulation by the States in addition to Federal regulation. Indeed,
even Intra-state plans would be adversely impacted if the State could regulate and tax
them. Every dollar spent by a plan on regulatory compliance and administration is a
worker’s dollar, and a dollar that cannot be returned to covered workers in the form of
benefits.

Among the unique characteristics of multiemployer plans is the involvement of
the covered workers in their health coverage. The plan’s financing is the subject of
collective bargaining between the workers’ union and their employers. And, the design
and operation of the plan is, by law, controlled by a board of trustees, half of whom
represent the covered workers. As mentioned above, the workers’ influence is reflected
in the benefit packages provided by plans, which are typically custom-designed to meet
the needs and wishes of the workers, within the confines of what the particular plan can
afford with the collectively-bargained contributions generated by the covered workers’
labor.

Many multiemployer plans provide health benefits coverage to retirees and pay
all or a substantial portion of the cost (rom contributions generated by the active
workers’ labor. This retiree health coverage reflects the reality that many covered
workers are engaged in heavy physical labor that wears down their bodies and drives
them from the workforce earlier. These members have earned a secure retirement
without fear of financial catastrophe if they become ill or are injured without health
benefits coverage.

Beyond health benefits coverage, multiemployer health and welfare plans provide
an array of other valuable employee benefits such as disability, sickness, and death
benefits. But for multiemployer plans, most covered workers and families would not
have access to such benefits for all the same reasons that health benefits coverage is
effectively available only through multiemployer plans.

Problems With The Current Health Care System

Our system of multiemployer health and welfare plans is a proud achievement in
sell-reliance and labor-meanagement cooperation. We are most reluctant to invite
additiona’ government regulation that would unnecessarily disturb our successful system
by injectiug more costs. Bul, there are forces in the current health care system that are
beyond our control and threaten the security of our participants’ health and welfare
coverage. Ouly action by the Federal Government can effectively address these forces.

Inflation in the cost of health care and insurance has cut severely into wages.
Labor-management bargainers have had to shift increasing amounts of wages into
health and welfare contributions to offset cost increases. In many cases, cash wages
have been frozen, with negotiated increases being redirected into the health and welfare
plans to keep them adequately funded. In some areas, pension plan contribution rates
have been reduced by the bargaining parties, and the "savings® rechanneled to the health
and welfare plans. Many health and welfare plan boards of trustees have been
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compelled by cost pressures to cutback benefits, tighten eligibility rules, and increase
out-of-pocket payments by covered workers. Workers are less secure about their
coverage, especially if they have been unemployed for a period, as many have.

The economic recession in some industries, like the building and construction
industry, itself is & product, in part, of health care cost inflation. As health care costs
consume ever-increasing portions of government budgets and private sector resources,
less money is available for investment in public and private building and construction
projects. This means fewer jobs for our covered workers and less income for our health
and welfare plans.

While we have struggled with these pressures to maintain responsible health
coverage for covered workers, our non-union competition has gained an unfair
competitive advantage. Non-union employers have found a way to shift the cost of
medical treatment for their employees and families onto the backs of our health and
welfare plans and covered workers; a way to cut their costs and increase ours.

Most non-union employers against whom our employers compete do not provide
health plan coverage for their employees or their employees’ families. If the employer
provides any, it is inadequate coverage. This social irresponsibility gives the non-union
employer an immediate cost advantage over responsible union employers who contribute
to our multiemployer health and welfare plans.

This unfair competitive advantage is multiplied when the employer’s uninsured
worker or his family needs medical treatment. Lacking insurance coverage, they have no
regular doctor, but rather go to hospital emergency rooms for treatment of minor and
major ailments; the most expensive place to get treatment. And, when the worker is
unable to pay for the treatment, the cost is passed onto our multiemployer health and
welfare plans in the form of higher hospital bills, higher insurance premiums, or State
gncompensated care taxes and assessments.

In other words, our covered workers are being compelled by the current system to
pay twice for health care: once for themselves and their families, and a second time for
the non-union workers who take our jobs and their families. Government statistics show
that the vast majority of the millions of uninsured Americans are workers or dependents
of workers. The cost of health care for these millions -- and for millions more who are
underinsured -- is being unfairly shifted to employers and workers who do maintain
adequate health plans, penalizing us for being socially responsible.

Government — at the State, as well as the Federal, level - is a major player in the
cost-shifting game that unfairly inflates the cost of health care and health plan coverage.
Concern about State regulation and taxation increasing the cost of maintaining a
multiemployer plan is at the core of our longstanding support for ERISA preemption of
State and local laws relating to employee health, welfare and pension plans. As recently
observed by the United States Supreme Court in New York _State Conference of Blug

Cross & Blue Shield Plans v. Travelers Insurance Co., 63 U.S.L.W. 4372 (April 26, 1995),
the

*basic thrust of the [ERISA] preemption clause, then, was to
avoid a multiplicity of regulation in order to permit the
nationally uniform administration of employee benefit plans.

[Congress intended] to ensure that plans and plan sponsors
would be subject to a uniform body of benefits law; the goal
was to minimize the administrative and financial burden of
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complying with conflicting directives among States or
between States and the Federal Government to prevent the
potential for conflict in substantive law requiring the
tailoring of plans and employee conduct to the peculiarities
of the law of each jurisdiction..."

63 U.S.L.W. at 4375.

Despite this recognition of the essential protective purposes of ERISA
preemption, the Supreme Court created a large loophole in these protections by its
decision in the Travelers case. The Court ruled that ERISA does not preempt New York
State’s 1aw requiring hospitals to impose surcharges (amounting to up to 24%) on the
bills of patients covered by commercially-insured health plans, even though the State law
exempts from those surcharges patients who are insured by a Blue Cross/Blue Shield
plan and certain other patients. The imposition of such surcharges on self-funded
health plans is at issue in the case on remand to the lower courts.

The Travelers decision appears to have cleared the way for States to impose
discriminatory surcharges -- taxes, really - on hospital and other provider bills to shift
the cost of uncompensated care for uninsured workers to insured workers, and to
control such fundamental plan decisions as whether to insure (and, if so, with what
insurer) or whether to self-fund benefits. The impact of the Tmvelers decision will be to
drive up the cost of health care even further as States seize on health plans as a source
of public revenues and as a8 dumping ground for the cost of care provided to nninsured
persons in the State.

State officials do not want the political heat created by general tax increases to
pay for charity health care for uninsured workers and families. So, they impose hidden
taxes on workers who do have health plan coverage - an approach that discourages
health plan coverage and exacerbates the uninsured and cost-shifting problems.

The Travelers loophole was preceded by another Court-made loophole in the
protections which ERISA preemption was designed to provide. In Metropolitan Life
Insurance Co. v. Massachusetts, 471 U.S. 724 (1985), the Supreme Court ruled that
ERISA does not preempt States from dictating what benefits must be included in every
health insurance policy, including policies sold to ERISA-covered plans. In effect, States
can - and do, extensively -- mandate the benefits and services to be provided by any
insured health plan. Hundreds of State laws so mandating health benefits and services
have been enacted under the authority of the Metropolitan Life reading of ERISA
preemption. And, in response, many multiemployer plans and employers alike have
dropped insurance coverage and undertaken to self-fund benefits to avoid the costs and
governmental control imposed by mandated benefit laws. The Travelers decision may
provide States with the means for retaliating against these plans and employers —
through taxation; indeed, discriminatory taxation.

The Federal Government, too, plays a mnajor role in the cost-shifting aspects of
health care cost inflation. Changes in the Medicare and Medicaid programs often have
an indirect, but predictable and costly, impact on muitiemployer health and welfare
plans. Congress has a record of achieving savings in these public programs by shifting
a portion of their costs to private sector plans like ours. Reimbursement rates for
hospitals and doctors who treat Medicare and Medicaid patients have been reduced by
congress with the realization that these care providers tend to recoup such reductions by
raising their rates for private, insured patients —~ workers with multiemployer plan
coverage. Another example of cutting public program costs at the expense of private
health plans is the Medicare Secondary Payor program that requires private plans,
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including multiemployer health plans, to provide primary coverage for Medicare eligible
workers.

This government cost-shifting Is particularly troubling because it taxes only those
of us who have health insurance or other health plan coverage. And, this tax
discourages health plan coverage, driving more people into the ranks of the uninsured
whose health care costs, too, are shifted to the shrinking pool of persous with heaith
plan coverage. This effect is directly opposite of the direction in which national policy
should be traveling. Clearly, Medicare and Medicaid costs need to be contained, but not
through taxation of only persons with health plan coverage. A fairer means of
financing-- that also reaches those employers who do not provide health plan coverage
for employees - needs to be found.

In short, our workers and their families are generally pleased with their health
and welfare plans; plans which have been custom-designed for them and which they
control through collective bargaining and through the plans’ boards of labor-
management trustees. But, health care cost inflation and cost-shifting beyond our
control is undermining the plans and our workers’ standard of living, while placing
them at an unfair competitive disadvantage.

Retiree Benefits and Medica

As mentioned earlier, the majority of multiemployer health and welfare plans
provide some coverage for participants who are retired and drawing retirement benefits
from a related multiemployer pension plan. Practice varies by industry, geographic
area, and plan size. Most often, this coverage applies to all retirees (and their
dependents) -- under age 65 as well as Medicare eligibles. Some plans limit coverage to
early retirees as a bridge between coverage as an active worker and Medicare eligibility.
Coverage for Medicare eligibles is designed to supplement Medicare coverage.

Retiree coverage is usually financed (subsidized) at least partially by the
collectively bargained contributions generated by the iabor of active workers. Employers
are not required to contribute to multiemployer plans on behalf of retirees, but only for
the work performed by active workers covered by a collective bargaining agreement.
However, a portion of these contributions is used by the plan to finance coverage for
retirees.

In addition, most plans require a retiree to make a contribution (self-pay)
towards the cost of his or her coverage as a condition of maintaining the coverage. Of
course, coverage is voluntary for retirees.

Inasmuch as retiree coverage is subsidized by current collectively-bargained
contributions, declines in contribution-generating work by active workers creates
financial pressures on retirees’ coverage - as well as on actives’ coverage. Cutbacks in
retiree coverage or increases in retiree contributions may result from rednctions in
covered work. Such necessary changes are harder on early retirees who are not yet
eligible for Medicare.

Multiemployer plans would much prefer to expand retiree coverage ~ if they
could work it out financially, There is a strong feeling of commitment and loyalty to
long-service members, and a desire to maintain their affiliation with the union that
sponsors the plan. There is a sense that they have earned health coverage in their
retirement years because contributions made during their work careers helped to fund
coverage for earlier retirees.
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Financing is the key, however. Multiemployer plan trustees must maintain a
proper balance between the beneficial needs and wants of all participants, on the one
band, and the available funding to backup benefit promises on the other hand.

An arrangement under which the Medicare program provides funding to a
multiemployer plan for Medicare-eligibles’ benefits may provide the means for more
plans to maintain and expand retiree coverage. Such an arrangement would give
retirees the advantage of 8 "one-stop shop" for all of their health care benefits — a shop
with which they are familiar and which is familiar to them, and which may also be
providing them with life insurance and other types of benefits. Most importantly, of
course, a retiree’s or older worker's multiemployer plan is an organization over which
the covered population, through their union representatives on the board of trustees,
have an equal say in plan management, and which, under the joint stewardship of the
labor and management trustees, is dedicated exclusively to serving the interests of its
participants and beneficiaries. Coverage could be seamless as the individual moves
from active employment into retirement. Savings from efficiencies could be used to fund
early retiree coverage, and to ease the pressure on active workers to generate
contributions to finance retiree coverage.

Financing is, of course, a key concern, both to the government and to the plans.
In managing multiemployer plans, the trustees are not running a business in which they
are free to take big risks in the hope of achieving big gains. They are nothing more, and
nothing less, than fiduciaries of a fund that must be administered in a way that
maximizes the benefits of those it covers. Because Medicare has provided the lion’s
share of health coverage for the over-65 population for so long, multiemployer plans ~
like other private sector payors - do not have a reliable independent base of experience
from which to estimate the potential cost of folding that age group back into their basic
coverage. Initially, a fair amount of trial and error will be needed to cost out these
programs and, as noted, plan trustees do not have much room for error!

To attract multiemployer plans to such a voluntary arrangement, various
concerns (mostly relating to financial risk) will have to be addressed, including:

. Pricing -- How much will Medicare pay the plan? Will the amount vary by
location and demographics of the eligible group? On what basis will
Medicare’s payments to the plans increase? To what extent, if any, do
cost-savings from favorable experience have to be shared with the
government? To what extent, if any, will Medicare provide guarantees
against plan losses?

. Design - To what extent will plan trustees have flexibility to design the
benefit package and delivery systems for Medicare eligibles as well as
other participants? To what extent can the plan link Medicare benefits
and supplemental benefits? Will plans be free to cutback benefits if
Medicare benefits are cutback? Could a plan use Medicare funding to
finance early retiree coverage?

. Regulation —~ To what extent will plans be required to comply with
Medicare regulations on top of ERISA’s regulatory scheme? Does the plan
gain Medicare law protections (e.g., limit on physician charges)? How, if
at all, would the Medicare Secondary Payor program apply with respect to
the plan’s active workers who are Medicare eligible?

We believe that there is much to be gained for all parties — Medicare eligibles,
multiemployer plans and their participants as a whole, and the Medicare program - if
an arrangement that satisfactorily addresses all of these concerns can be designed.

Thank you.
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Mr. McCRERY. Thank you very much for your testimony.

We have a vote on the floor, and since I am the only one who
has not voted, I am going to recess the Subcommittee for just a few
minutes. If you will just stay where you are, someone will be back
to open the Subcommittee for questions. Thank you.

The Subcommittee is in recess.

[Brief Recess.]

Mr. ENSIGN. It is just us.

Mr. Ray. Is it something we said, Mr. Chairman?

Mr. ENSIGN. I happened to be the only one left walking over
here.

Let’s start off by talking a little bit about one of the problems as-
sociated with Medicare costs. Most of the medical expenses are ex-
pended in the last months of a person’s life; and the problem there
is that a lot of the expense is not for the benefit of the patient. I
mean, when a lot of the care is given, it is totally hopeless care.
The chances of the outcome being positive are virtually nil; and we
know a lot of that money and services that could be going to help
healthy patients is not there because the resources are taken up
by those kinds of situations.

If employers were involved with the Medicare population, how
would you foresee—because hospice care is something that is done
so well in this country, and sometimes it is the best thing that peo-
ple would choose for themselves if they had the capacity to make
that decision for themselves. A lot of times these patients are on
life support systems, or they do not have the ability to make those
kinds of decisions for themselves.

How would you design a system that would, allow for or encour-
age people to set up living wills, or whatever it is, so that at that
point we aren’t spending the bulk of the health care dollars in this
country on patients that, first of all, wouldn’t want it spent on
themselves?

Mr. STOVER. You know, there are a couple of ways to approach
that question; and one way verges on the theological, and I am not
going to take that approach.

I think the other one is to really look at the experience we have
had over the last few years and say, it is more an issue of how do
we give people more choices. I think a lot of the outcomes from a
standard way of dealing with people toward the end of their lives
has been, well, there has been one system and there has been one
set of expectations and that is sort of what the overall health care
system has allowed.

When you speak of hospices, I think what we have seen over the
last—you want to say 4, 5, 6 years, is there have been more HMOs,
as there have been more alternative ways of looking at how medi-
cal care can be delivered, and then you get some different answers.
It really gets down to individuals having a choice in how they
would like to manage things and becoming more involved in defin-
ing for themselves what they view value to be in terms of their
medical care. That is not always a price issue, and it is not always
a “how many tests can you run” issue, but a sort of “how do you
feel about the care that you are receiving,” “how does that relate,
not just to you, but the involvement of your family members and
where they are living” and so on and so forth.
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So, I think that, clearly, if we have some more flexibility for peo-
ple to select some options——

Mr. ENsSIGN. When would they select those options, when they
are signing up for their particular plan, or on an annual basis?

Mr. STOVER. I think this is—really, when it comes to medical
care, it needs to be a lifelong education process. I think that is
something that a lot of us as employers or certainly with group
plans do a lot of education; and increasingly, we are providing
background on medical care so people can make informed choices
on a much better basis instead of just having, some faith as you
go into it that the system is going to take care of me.

Ms. MAZo. Of course, we are all working on a program, so we can
identify what is the last month of a person’s life. Until that time—
another feature, by the way, this is an equal problem from the
point of view of employer-funded plans at the beginning of life, a
major cost is enabling families to make decisions about damaged
babies and how far they go.

I think one of the things that a fund that has been involved with
the person following them all along—and the John Deere people
and the Chrysler people talked about this—is when you get into in-
dividualized, major case management, which is delivered by an in-
stitution that the person and the family trust, it can help the
choices that have to be made at the ultimate point. Choices and ad-
vice are given at an early point, but finally someone has to decide,
yes, this is what we believe is hopeless. This is what we believe is
not true life.

There always has to be an individual decision, and when it is
coming under the guidance and through a payer who has a per-
sonal involvement in the way—the way a union does, the way an
employer does with the person and their family, I think it may be
a little more credible and a little more useful than when it is just
coming from the government or from an insurance company.

Mr. ENsIGN. We—obviously, are in a situation where we don’t
have a choice about Medicare going on as it has in the past because
of the findings of the trustee report. Do we think that the Taft-
Hartley plans may be one of the answers to more efficiently deliv-
ering health care to the elderly than the Medicare Programs?

Ms. Mazo. Not all of them but some might be. I have to say that
the Taft-Hartley plans are not as far advanced, in general, as the
major corporations represented by NAM in their sophisticated use
of managed care, but they are moving in that direction; and they
capture a population which can’t be captured by the large corpora-
tions, and so they provide a useful supplement.

Just as business is in a position to do it now, I think the Taft-
Hartley plans, in fact, perhaps given the added incentive of the op-
portunity to maintain the connection with their retirees—in a
sense this option might also be an incentive to move them along
generally down the managed care path.

Mr. STOVER. I might just add to that, I think what we are find-
ing in common is both the issues of portability and continuity that
we come back to. The Taft-Hartley plans allow them some continu-
ity. If we had more portability vis-a-vis the other kind of private
plans that are tied to a specific employer now, that would also help
ensure more continuity, which we think is a positive.
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Mr. Ray. Mr. Chairman, if I could underscore that comment, one
of the unique parts of our Taft-Hartley plans is, we do have port-
ability, by definition, with a group of employers who are signatories
to collective bargaining agreements. You get seamless coverage as
you move from job to job with different employers who are bound
by the collective bargaining agreement to contribute.

Mr. ENSIGN. One of the other aspects I would like to explore just
a little bit, and that is when you are getting into a situation of as-
suming too much risk, the risk where you are getting the patient
populations that are going to jump on board and potentially bank-
rupt your company; the Medicare population as a whole obviously
is a very large population. It can be spread out over a very large
population.

How do you avoid the cherrypicking, but also avoiding the poten-
tial massive risk if you get a higher percentage of AIDS cases or
diabetic cases or whatever; to stop cherrypicking results when you
have a system set up in its totality that has incentives and dis-
incentives to do things that would otherwise make the system
work?

I think the earlier panelists have talked about the issue of qual-
ity as being very important, and if we set up options in which peo-
ple can select quality care in a number of different ways, so that
there is not a perception that the value for me as an individual for
getting medical care from this provider is less than it is going to
be over here, then you are not going to drive to cherrypick situa-
tions like that.

So, I think that it is not an either/or, employers or the govern-
ment—Ilet’s look at how we set up something with the flexibility so
that positive outcomes can come from individuals either way.

Ms. Mazo. You obviously have put your finger on the hardest
question and that is why I think it has to evolve over a period of
time. We are also not cherry picking because we are working with
a population we know that we have been taking care of up until
age 65. Often their health traits and the problems of their family
are—they may be sort of linked to the industry in which they have
been working.

Just as we can begin to get a sense of what the costs are going
to be once people reach age 55 and 60 from what the costs have
been when they were 35 and 40 and 45, over—I can’t say that the
first 3 years of this program we are going to have excellent predic-
tors. Within some period of time we will begin, and we will be
building on a base of knowing how they have been operating up
until this date.

Mr. ENSIGN. | would like to thank the panel very much for your
excellent testimony and call the next panel forward.

We have Tom Erhart, vice president, human resources for RCI
Corp. from Brighton, Michigan; Peter Ferrara, senior fellow, Na-
tional Center for Policy Analysis; Jane Orient, a medical doctor, ex-
ecutive director of the Association of American Physicians and Sur-
geons, Inc.

Mr. Erhart, why don’t you proceed. You have 5 minutes. When
there is 1 minute to go, the amber light will appear; and if you
could keep your remarks around 5 minutes, we would appreciate
it. Thank you.
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STATEMENT OF TOM ERHART, VICE PRESIDENT, HUMAN
RESOURCES, RCI CO., BRIGHTON, MICHIGAN

Mr. ERHART. Thank you. I am Tom Erhart, vice president,
human resources, for RCI, an automotive specialty manufacturer in
Brighton, Mich. I would like to relate to you the terrific experiences
our company and employees have enjoyed with medical savings ac-
counts, MSAs.

One year ago we replaced our traditional employee insurance
program, which offered a very high level of benefits and was fully
company paid, with the medical account program. MSAs are an ex-
tremely cost-effective way to offer health care benefits to employees
because they put the consumer, the employee, back in the process.

Employees are free to choose where they want to go for their
medical care. They make choices based on the quality of care pro-
vided and the cost of such care. Even though employees have a
higher level of benefits with the MSA than our previous health pro-

ram, our annual health benefit costs were reduced from $4,800 to
%4,200 per employee, a 14.3 percent savings. For a business with
200 employees, this amounts to an annual savings of $120,000 per
year; and we don’t even anticipate a premium increase for the sec-
ond year of our program.

The MSA program at RCI works very simply. An employee with
dependents receives an MSA of 1,700, a single employee receives
1,200. This MSA is provided by the company. RCI then purchases
a health insurance policy with a $2,000 deductible for employees
with dependents and $1,500 for single employees.

This insurance policy pays 100 percent of all covered medical ex-
penses after the deductible is met, no employee copay. Employees’
maximum amount of out-of-pocket expense is $300 per year, the
difference between the MSA and the deductible, and employees
only have this out-of-pocket expense after their MSA is expended.

At the end of the year, employees receive any money remaining
in their MSA or carry over to next year'’s MSA. Since there is cur-
rently no tax advantage to rolling the remaining money over, most
employees elect to take the cash option. This is an incentive to be
conscientious consumers of health care.

Our employees use only one MSA health 1.D. card to pay for all
their medical, prescription, dental and vision expenses. We find
that our employees shop around for their health care needs; and
what better way to control costs than through free enterprise? A
managed care system is an added feature that our employees may
choose to utilize to lower their medical expenditures.

Our employees are proud to point out that they have saved
money by comparing costs. They often save $50 to more than sev-
eral hundred dollars on routine procedures. One employee even
bragged that he saved $2.59 on a prescription by comparing costs.

After the first year of our MSA Program, nearly 75 percent of our
employees received money back and the average amounted annu-
ally to over $1,000 per employee. Employees are enthused and ex-
cited about MSAs because they have the freedom to go to the pro-
vider they would like. They have the opportunity to receive a sig-
nificant amount of money back at year end or build up a pool of
money in their MSA to pay for health care, retirement, or when
they are out of work. They can control how their health care dollars
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are spent, and MSAs provide employees with the financial incen-
tive to stay healthy.

Our company is pleased with MSAs because we are able to offer
an increased level of benefits and are reducing costs at the same
time. By putting the consumer back in the loop, health care ex-
penses are kept to a minimum. Paperwork is significantly reduced.
Payments are not subject to the scrutiny of reasonable and cus-
tomary determination, preexisting conditions and other administra-
tively burdensome reviews. I know of no other program that pre-
sents such a win-win situation for both employer and employee.

Companies from across the country call me daily to seek informa-
tion about MSAs and how well they work. Workers—I should say
organizations—such as Crown Northrop, Quaker Oats, Danville,
Ohio schools, United Mine Workers of America now provide MSAs
and hundreds of others are considering the program.

At RCI we envision a great future for MSAs. If the Federal Gov-
ernment authorizes medical savings accounts and grants them tax
deductible status, these programs will thrive. MSAs would be of-
fered by a greater number of insurance companies, allowing for
more competition, better pricing, greater portability and more
widespread savings on the part of employees for their future health
care needs. Paperwork expenses would be slashed drastically be-
cause employees and retirees could use their MSA card like a uni-
versally accepted credit card. The MSA credit card-type system will
reduce paperwork costs from 30 cents of every dollar to 6 cents of
every dollar spent on health care.

MSAs would be a natural replacement for Medicare. Individuals
accumulate their MSA nest egg through the years and, by age 65,
could have $200,000 or more, assuming an average accumulation
of $1,000 a year since age 21 at a 6 percent interest rate. That indi-
vidual could then purchase a super MSA from an insurance com-
pany with a $200,000 deductible for the remainder of their life at
a very economical rate.

The challenge in acceptance of medical savings accounts nation-
ally is merely getting the public to understand the concept and ad-
vantages of a program and for the government to implement MSAs.
I envision the education process to explain what MSA means as
being no different than the evolution of HMO. Ten years ago that
was an unknown. Today HMO is a household word, and that is the
kind of growth and potential we could expect to see from MSAs.

Based on my firsthand experience with medical savings accounts
at RCI and exhaustive research on health care alternatives, I can
tell you that MSAs work. [ strongly believe not another health in-
surance program offered compares with the MSA concept. MSAs
can and should play a major role in reducing health care costs na-
tionally. If the Federal Government authorizes tax deductible sta-
tus for MSAs, we will see them flourish. Now is the time to expand
MSAs as the choice for providing health care to all Americans.

Thank you.

[The prepared statement follows:]
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TESTIMONY OF TOM ERHART
RCI, BRIGHTON, MICHIGAN

Medical Savi RCl

I would like to relate to you the terrific experiences our Company, RCI and its employees have
enjoyed with Medical Savings Accounts (MSA's)

RCl is an automotive specialty manufacturer located in Brighton, Michigan. One year ago we
replaced our employees traditional health insurance program which offered a very high level of
benefits and was fully Company paid, with a Medical Savings Account program. MSA's are an
extremely cost effective way to offer health care benefits to employees because they put the
consumer, the employee, back in the process. Employees are free to choose where they want to
go for their medical care. They make choices based on the quality of care provided and the cost
of such care. Eventhough employees have a higher level of benefits with the MSA than our
previous health insurance program, our annual health benefit costs were reduced from $4800 to
$4200 per employee. a 14.3% savings. For a business with 200 employees, this amounts to an

annual savings of $120.000 per year! We do not even anticipate a premium increase for the 2nd
year of our program.

The MSA program at RCI works very simply. An employee with dependents receives a MSA of
$1700 and a single employee receives $1200. This MSA is provided to employees by the
Company. RCI then purchases a health insurance policy with a $2000 deductible for employees
with dependents and a $1500 deductible for single employees. This insurance policy pays 100%
of all covered medical expenses after the deductible is met - no employee copay! Employees
maximum out-of-pocket expenses $300 per year, the difference between the Medical Savings

Account and the deductible. Employees only have out-of-pocket expenses after their MSA is
expended.

CLAIM EXAMPLES

(Assume a $1700 MSA and $2000 Annual Deductible)

dical i han MSA amoun
MSA $1700
Medical Expenses (doctor visits. prescriptions. x-rays. -$ 500
hospital charges)
MSA payout at year-end $1200
nnual Medical Claims greater than MSA amount
Medical Expenses (doctor visits. prescriptions, x-rays, $5000
hospital charges)
Paid from MSA -$1700
Employee out of pocket expenses -3 300

Paid by Health [nsurance $3000
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At the end of the year, employees receive any money remaining in their MSA or carry it over to
next year's MSA. This is the incentive to be conscientious consumers of health care. Employees
have a direct role in seeing that their health care dollars are spent wisely. This also provides
employees the incentive to take care of their health and utilize preventative health care to avoid
costlier procedures

Employees use only one MSA health [D card to pay for ail of their medical, prescription, dental
and vision expenses.

We find that our employees shop around for their health care needs and what better way to
control costs than through free enterprise? A managed care system, PPOM, is an added feature
our employees may choose to utilize to lower their medical expenditures.

Our employees are proud to point out that they have saved money by comparing costs. They
often save $50 to several hundred dollars to routine procedures, and one employee even bragged
that he saved $2.59 on a prescription by comparing costs.

After the first year of our MSA program, nearly 75% of our employees received money back.,
and the average amount returned annually is over $1000 per employee. Since there is
currently no tax advantage to rolling the remaining money over to next year's MSA, most
employees elect to take the cash option. Since the average employee only spends approximately
$1000 on health care annually, the majority of employees will have a surplus in their MSA.

Employees are enthused and excited about MSA'a because:

. They have the freedom to go to any doctor, hospital or pharmacy they would like.

. They have the opportunity to receive a significant amount of money back at year-end.

. They control has the health care dollars are spent.

. They can build up a pool of money in their MSA to pay for health care at retirement or
when they are out of work.

. MSA's provide employees with a financial incentive to stay healthy.

RCl is pleased with MSA's because:

. We were able to increase the level of benefits to employees while reducing our health
insurance by nearly 15%.

. Putting the consumer back into the loop keeps health care expenses to a minimum

. Paperwork is significantly reduced - Since 75% of our employees don't spend more that

the amount in their MSA, these payments are not subject to the scrutiny of reasonable and
customary determination, pre-existing conditions and other administratively cumbersome
reviews. The expenses are simply paid out of the MSA!

. Future premium increases will be reduced because the premium base is lower with the
higher deductible.

I know of no other program that presents such a win/win situation for employer and employee!
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Companies from around the country call me daily to seek information about the Medical Savings
Account concept and how well it works. Numerous organizations including Crown Northrop.
Quaker Oats, Danville, Ohio Schools. United Mine Workers of America and Forbes Magazine
now provide MSA's to their employees and hundreds of others are considering the program.

At RCI we envision a great future for MSA's. If the Federal government authorizes Medical
Savings Accounts and grants them tax deductible status, these programs will thrive. MSA's
would be offered by a greater number of insurance companies allowing for more competition.
better pricing, greater portability and more widespread savings on the part of employees for their
future health care needs. Participants will accumulate large nest eggs in their MSA to be used for
health care upon retirement.

I envision a dramatic reduction in health care expenses nationally with MSA's, mainly because the
consumer is involved in cost control. Additionally, administrative/paperwork expenses would be
slashed drastically because employees and retirees could use their MSA card like a universally
accepted credit card. Use of the MSA "credit card system" will reduce paper work costs from
$.30 of every dollar spent on health care to $.06 of every dollar.

Providers would be paid on a monthly basis, with the insurance company merely debiting their
account and sending them one statement. Participants would also only receive one consolidated
statement from the insurance company showing their activity for the month.

MSA's will also help eliminate the very costly government programs of Medicare and Medicaid
Concerning Medicaid, the government would give an individual on welfare an MSA voucher
which could be taken to an insurance company of his or her choice to get an MSA/insurance
policy. If that individual has money coming to them at the end of the year, it will be held until
they find a job, providing them with another financial incentive to seek work.

Eventually MSA's would be a natural replacement for Medicare. Individuals accumulate their
MSA nest egg through the years and by age 65 could have $200,000, assuming an average of
$1000 is accumulated per year since age 21 at 6% interest. That individual could then purchase a
"super MSA" from an insurance company with a $200.000 deductible for the remainder of their
life at a very economical rate.

The major challenge to implementing Medical Savings Accounts nationally and gaining
acceptance from employees, employers and Medicare/Medicaid participants is merely getting the
public to understand the concept and advantages of such a program and having the government
implement MSA's. This can be readily addressed. I envision the education process to explain
what MSA means as being no different than the evolution of the HMO. Ten years ago it was an
unknown, today HMO is a household word. That's the kind of growth and potential we can



68

expect to see from MSA's.

lusion

Based on my first-hand experience with the Medical Savings Accounts at RCI and exhaustive
research on health care alternatives, [ tell vou that MSA's work! [ strongly believe there is not
another health insurance program offered that compares to the MSA concept when it comes to
providing a high level of employees benefits. employee satisfaction, cost control, freedom of
choice, and administrative efficiency

MSA's can and should play a major role in reducing health care costs and improving heaith care
delivery nationally It's time to expand MSA's as the choice for providing health to all Amencans
If the Federal government authorizes tax deductible status for MSA's, we will see them flourish
for employees. employers, individuals. Medicare and Medicaid
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Chairman THOMAS [presiding]l. Thank you very much, Mr.
Erhart.
Mr. Ferrara.

STATEMENT OF PETER J. FERRARA, SENIOR FELLOW,
NATIONAL CENTER FOR POLICY ANALYSIS

Mr. FERRARA. Thank you, Mr. Chairman. My name is Peter Fer-
rara, and I am a senior fellow at the National Center for Policy
Analysis.

We all know why we are here. We are here because the Medicare
Program is not only going bankrupt; it is finally collapsing in a
most disastrous manner. President Clinton’s own trustee’s report
shows, if you study carefully the data that is published, that in
order to pay all the promised benefits by the time today’s young
workers retire, under current policies if the benefits are not
changed, you would require at least tripling the payroll tax under
Medicare, increasing the deductibles paid by the elderly under
Medicare to the equivalent of $4,000 per year per elderly couple
and you would still be running a deficit of $250 billion in the Medi-
care Program in today’s 1995 dollars, which is bigger than the en-
tire Federal deficit.

I would submit to you that this effectively is Mr. Stark’s plan,
Mr. Gephardt’s plan, Mr. Clinton’s plan, the plan of anyone who
says they are not going to make any changes in Medicare benefits.
Their plan is to triple the payroll taxes, raise the deductible pre-
mium to $4,000 per couple and run a deficit in the Medicare sys-
tem bigger than the entire deficit. That is what is going to happen
according to President Clinton’s own report if changes aren’t made.

I am here today to present a proposal which-—to address this
problem, which I think can address it in a very appealing way. The
proposal I am presenting that is advanced by my organization, the
National Center for Policy Analysis, has broad support from many
other groups that many of you worked with in the past, including
the Cato Institute, the United Seniors Association, the Seniors Coa-
lition, the National Taxpayers Union. Citizens For a Sound Econ-
omy is helping me with this and many other groups you all have
worked with in the past.

Let me try to explain how this works. The broad concept is
encaptured by medical choice. Elderly recipients under Medicare
would have the freedom to withdraw their share of funds of Medi-
care from Medicare each year and use it to buy anything in the pri-
vate sector that they want. They could buy an HMO, coverage from
an HMO. They could buy coverage from a current or former em-
ployer plan. They could buy traditional insurance, but also they
could buy a medical savings account to receive their coverage. The
amounts they could withdraw from Medicare would be risk ad-
justed, based on age, geographic location, health status, so those
who are relatively younger and healthier would take less if they
left for the private sector. Those who were older and sicker would
take more and the system would be protected from any adverse
problems because people are just taking the share of funds that are
represented by the risk that they present.

This proposal is designed to meet the budget targets, without
question. The amounts that people withdraw from Medicare each—
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have the right to withdraw from Medicare each year would be tar-
geted to grow no faster than the budget target, whether it is 5 or
6 percent or whatever. So, everyone who exercises this option and
leaves Medicare for the private sector would take an amount each
year that grows no faster than the budget target.

In addition, we are advocating that for people who stay in Medi-
care that an automatic up front deductible be added to the Medi-
care benefit structure each year of sufficient magnitude so the rest
of Medicare does not grow faster than the budget target of 5 or 6
percent or whatever it is.

So, here you have a plan that is guaranteed to meet your budget
targets regardless of any other factor.

Now what is intriguing about this, from our perspective, is the
medical savings account option, because that will enable people to
meet these budget targets while still getting better benefits than
even Medicare offers them today. Let me explain how that would
work.

We have had actuaries estimate this for us and what they have
indicated is that if you take the amount of funds that can be with-
drawn from Medicare through this program each year, the amount
the elderly are already spending out of pocket for medical expenses
and for health care, private supplemental health insurance, the
amount they are already spending on average, there is enough in
that pool to buy an insurance policy covering all expenses above a
deductible of $3,000 to $4,000 and still put %3,000 to $4,000 in an
account; and they could use the funds in that account to pay for
medical expenses below the deductible of $3,000 or $4,000. So, they
are entirely covered by either insurance or savings in the medical
savings account. Whatever they don’t spend by the end of the year,
they could then withdraw and use for any purpose.

I think that is very important to protect that freedom of control.
That provides the most powerful incentive because now people have
the money; it is their money. They now have great incentives to
control costs, like you have heard from the prior witness. In fact,
what is fascinating about this—and this was a perfect example,
employers across the country are already adopting these medical
savings accounts. They are achieving bigger reductions in their cost
increases than is targeted in the House budget from Medicare.
They were doing more than reducing growth from 10 to 5 percent.
They are often reducing growth from 15 percent down to zero per-
cent and even less.

What that shows is that, with the MSA option, people can
achieve the targeted cost reductions while still maintaining their
benefits. Under this medical savings account structure that I have
defined, they have better benefits than under Medicare. They have
unlimited catastrophic coverage for all expenses over the coverage,
over $4,000. They have a cap on out-of-pocket expenses. If they
have the MSA, they only have to pay up to the deductible and also
they get money from Medicare in that account to help pay those
expenses below the deductible. All they have to pay out of pocket
is the difference.

Actuaries have estimated for us that would be about $1,900 a
year today. So, in other words, the MSA option is offering people
a cap on out-of-pocket expenses they don’t have under Medicare,
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unlimited catastrophic coverage, yet while achieving the budget
targets.

So, let me just make one more point. I heard Mr. Stark present
what I have to insist is a very uninformed presentation of what
medical savings accounts are. Under our proposal, anyone from
these private sector options would have to accept everybody from
Medicare that wanted to join. You could not just come in and say,
we will only take a few healthy people; you have to accept every-
body who would come.

My estimate of the number of people—ultimately, the potential
for MSAs is—I will put my number out; it is 90 percent, I estimate,
is where the people—based on how people are choosing MSAs in
the private sector.

The last thing I want to say is, let me suggest to you that you
should not be in the business of, increasing managed care enroll-
ment in Medicare or reducing costs by greater use of managed care
or emphasizing managed care over anything else. There must be a
level playingfield. All the options should be out there, and the em-
phasis should be on freedom of choice; and I think in terms of ap-
pealing to the grass-roots who are—try to support what you are
doing here, MSAs, which really appeal to the idea of greater power
of the people, what we are really doing here by this proposal is tak-
ing control of the program, and the funds, away from just the gov-
ernment, the doctors and the hospitals that control it today and
shifting the power back to the people, to the elderly recipients
themselves.

Thank you very much.

[The prepared statement follows:]



72

TESTIMONY OF PETER J. FERRARA
NATIONAL CENTER FOR POLICY ANALYSIS

The government’s own latest annual report for Medicare established beyond contention that
the program must be fundamentally reformed. As has been widely noted, the report indicates that
Medicare will likely run short of funds to pay promised benefits within 7 years, by 2002. But
what has not been as clearly reported is how big the financial gap becomes. Without change,
paying all promised benefits to today’s young workers would require:

o Tripling the current total Medicare payroll tax of 2.9%;

* Increasing the annual Medicare premiums paid by the elderly relative to income to the
equivalent of almost $4,000 per elderly couple per year in today’s terms;

e And still running an annual deficit in the program of over $250 biilion in constant 1995
dollars, larger than the entire federal deficit today.

For those who say they oppose any change in Medicare benefits, this effectively is their
reform program for Medicare.

And all of this is just under the so-called intermediate projections in the teport. Under the
so-called pessimistic projections, which many top experts think are more realistic or at least more
prudent, the problem is much worse.

This financial disaster will occur even though Medicare is already effectively rationing
health care for the elderly to reduce costs. Medicare pays doctors and hospitals only about 70% of
the costs of the services provided under the program. This is leading to lower quality care and
reduced access to care for many patients. In addition, Medicare pays the same fees, regardless of
the quality of care provided. This encourages lower quality, less expensive care. The Medicare
payment system also allows hospitals to make more net income by discharging patients earlier,
regardiess of health condition. Evidence suggests that resulting premature discharges have harmed
some patients.

Medicare is also slow to approve new medical technologies, leaving the elderly without the
latest and best treatments and care. For example, Cochlear implants are far superior to previous
technology for treating some types of hearing loss. But the elderly under Medicare are stuck with
hearing aids because Medicare doesn't pay for the more costly implants.

All of this is apart from the problems of the general federal budget. and the need to reduce
the total federal deficit. But unlike Social Security, Medicare is already running deficits
contributing to the federal deficit. This year, Medicare alone will add over $50 billion to the federal
deficit, about one-fourth of the total deficit. By 2000, Medicare will be increasing the federal
deficit by over $100 billion in today’s dollars. By 2010, Medicare alone will be running a deficit
almost as large as the entire federal deficit today. And, again, this is all just under the intermediate
projections. Clearly, we cannot bring the total federal deficit under control without controlling
these deficits under Medicare.

Indeed, by the year 2000 Medicare alone will constitute 13% of the entire federal budget.
If Medicare is exempted from spending restraint along with Social Security, interest on the national
debt (which is constitutionally protected), and the defense budget as proposed by Clinton (which
has already been cut sharply), then about two-thirds of the total budget in that year would be
shielded from spending reductions. The rest of the government would then have to be cut by one-
third 1o balance the budget.

But how can Medicare spending be restrained? Fortunately, a Medicare reform plan with
true popular appeal that would accomplish this has already been developed by free market and
conservative organizations, led by the National Center for Policy Analysis in Dallas. This
proposal was designed so that it would be assured of achieving the cost control targets for
Medicare included in the budget resolution adopted last week by the House. That resolution calls
for reducing the annual rate of growth of Medicare from 10% to 5%.

Under the proposal, the elderly would each be free to withdraw their share of Medicare
spending each year and use it to purchase private coverage of their choice instead, including an
MSA option, HMO plans, employer plans, or traditional insurance. The share each retiree could
withdraw from Medicare would be risk rated to reflect the retiree’s age, geographic location and
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health status. Consequently, those who are older and sicker wquld receive more from Medigare 0]
purchase private coverage. Those who are younger and healthier would receive less, reflecting the
lower amounts they would be charged for such coverage. This would prevent adverse selection
problems, since retirees who leave the program would only take the share of funds tha actuarially
reflects their own risks.

The key is that these amounts that could be withdrawn from Medicare each year would be
restricted to grow by no more than 5% per year. So for those who chose the private options,
Medicare spending would grow no faster than the budget targets.

Another provision would ensure that for anyone who chose to stay in Medicare, spending
would also grow no faster than budget targets. An upfront deductible would be added to the
Medicare benefit structure. The deductible would be set at whatever amount necessary each year 1o
ensure that the rest of the program for those staying in the current system would not grow faster
than 5% per year.

Consequently, Medicare overall would be assured of growing no faster than 5% per year,
meeting the budget targets.

The MSA Option

The MSA option in the above reform plan would enable the elderly to get even berter
benefits and health care than under the current Medicare system, while staying within the budget
targets. That is because the powerful incentives of the MS As would control costs while other
features of the MSA option would actually improve benefits and the quality of care.

Under the MSA option, the retiree would use part of the funds from Medicare to purchase
insurance covering all expenses over a high deductible, say $3,000 - $4,000 per year. The
remaining funds would be saved in the MSA and used 10 pay medical expenses below the
deductible. The retiree could then withdraw any remaining MSA funds at the end of the year and
use them for any purpose.

Health insurance actuaries have estimated for the NCPA that the amounts the elderly could
withdraw from Medicare, plus the amounts they are already paying out-of-pocket for health care
and supplemental Medigap insurance, would be enough 1o pay for the insurance and put $3,000 -
$4,000 in the MSA for expenses below the deductible.'

Under this structure, the elderly choosing the MSA option would effectively be spending
their own money on health expenses below $3,000 - $4,000 per year. This would make them
fully cost conscious consumers of health care for such expenses. They would consequently seek
to avoid unnecessary or overly costly care, or any care where the costs exceed the benefits.
Perhaps more importantly, because of this new consumer cost concern, doctors and hospitals
would compete to reduce costs to atiract consumers (rying to preserve their funds.

Several studies show that for those who used the MSAs, these incentives would quite
likely produce savings more than sufficient to hold costs within the 5% per year growth rate
targeted under the budget for Medicare:

* The prestigious Rand Corporation conducted a rigorous scientific study of the health
expenditures of 2,500 families from 1974 to 1982. The families were each provided
with one of four different insurance plans, ranging from a zero deductible and all health
expenses paid, to 5% of the first $1,000 in expenses paid, and 100% after that. The
families with no deductible incurred 53% more in hospital expenses, and consumed
63% more in doctors’ visits, drugs, and other health services, than the families with the
highest deductible. Yet, the study also found no difference between these families in
health outcomes.

* Overall, these Rand studies indicate that families today with a deductible of about
$3,000 would consume 30% less health care than families with no deductible — with
no adverse effects on health.

' See Peter J. Ferrara and John C. Goodman, “Medical Savings Accounts for Medicare,” Brief Analysis No. 160,
Nationa! Center for Policy Analysis, Dallas, Texas, April 17. 1995

? Joseph Newhouse, et al., “Some interim Results from a Controlled Trial of Cost Sharing in Health Insurance,”
New England Journal of Medicine, December 17, 1981.
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¢ The Congressional Budget Office estimates that Medicare enrollees with private
Medigap insurance shielding them from Medicare deductibles and co-payments use
about 24% more services than those who do not have such coverage and face the cost-
saving incentives of these deductibles and co-payments.*

A 1992 study by the National Center for Policy Analysis estimated that if the public
generally switched from traditional third party insurance to MSAs, the resulting cost
control incentives and competition would reduce health spending by about 30%.*

*  Another study by the health consulting firm of Milliman and Robertson estimated that
the cost control incentives and competition created by MSAs, if generally adopted in the
privale5 sector, would reduce national health care spending by $600 billion over 5
years.

® A recent Cato Institute study estimated that if MSAs were generally adopted, leaving
traditional third party payment insurance to cover 25% of total health costs, the cost
mcenuves and competition created by MSAs would reduce health costs by about 40%
per year.®

s Anoather Cato Institute study examined the experience of employers across the country
who were already adopting MSAs. The resulting cost-savings for those employers
would be more than enough in the case of Medicare to hold program costs within
targeted growth lmuls Indeed, cost-growth for almost all of these employers was zero
or even negative.”

Such cost savings would result for the elderly who used MSAs for their Medicare
coverage, enabling them to obtain their benefits within the growth-capned payments they could
withdraw from Medicare *

Indeed, such an MSA structure would offer improved benefits and quality for the elderly:

e The MSA catastrophic insurance would provide unlimited coverage for all expenses
over the deductible, unlike Medicare benefits, which are limited in duration and do not
provide full catastrophic coverage.

e The above MSA model would cap all annual out-of-pocket expenses, unlike Medicare,
which does not cap out-of-pocket payments. Indeed, the estimates from the actuaries
indicate that the MSA could cap out-of-pocket contributions and expenses from the
elderly at less than $2,000 per year.

¢ Through the MSA. the elderly could avoid the increasing ralionm% under Medicare,
which is reducing the quality of their care and their access to care.

This proposal achieves the targeted cost controls {or Medicare, essentially by giving the
elderly direct control over the program’s funds. Retirees can consequently profit by wise use of
those funds. By avoiding unnecessary expenses, they can each pay themselves a large rebate each
year under the MSA option. When they get sick, this reform would also allow them to escape the
increasing rationing of health care under Medicare. Instead, they would be free to choose the
doctors, hospitals, treatments, and benefits they want. Moreover, the MSA actually offers better
benefits than Medicare. These and other benefits of the reform for the elderly would make the
necessary reductions in program expenditures politically possible.

? Congressional Budget Office, "Reducing the Deficit: Spending and Revenue Options,” Washington. D.C..
February, 1995. p. 287.

“ John C. Goodman and Gerald L. Musgrave. “Controlling Health Care Costs with Medical Savings Accounts,”
NCPA Policy Report No. 168, National Center for Policy Analysis, Dallas, Texas, January, 1992.

* Litow, Milliman and Robertson, “Financial Impact of Medical Savings Accounts on Health Care Spending in the
Federal Budget.”" Council for Affordable Health Insurance, October, 1993.

© Stan Liebowitz, “Why Health Care Costs Too Much,” Cato Institute, Washington, D.C., Policy Analysis No.
211, June 13, (994,

" Peter §. Ferrara, "More Than a Theory: Medicat Savings Accounts at Work.” Caio Instituie, Washingion, D.C.
Policy Analysis No. 220, March 14, 1995

¥ Note, however. that even if such savings were somehow not fully achieved, that would not affect whether the
necessary budget savings were achieved, as those savings would result from the 5% growth cap on the funds that
could be withdrawn from Medicare in any event. The only result would be that the withdrawn Medicare funds would
buy less in private benefits than otherwise.

° See Peter J. Ferrara and John C. Goodman, "Medical Savings Accounts for Medicare,” Brief Analysis No. 160,
National Center for Policy Analysis, Dallas, Texas. April 17, 1995.
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Other Reform Features

Other features of the reform proposal would include the following:

s The private plans offered as an altermnative to Medicare would have to cover the same
medical services and treatments as Medicare.

o The private plans would have to accept anyone from Medicare for coverage to
participate in the system.

o Those who chose a private plan could go back to Medicare after one year, but not
before. The could switch to another private plan that would accept them at any time,
but those plans again would not be required to accept them from another plan.



76

Chairman THOMAS. Thank you very much, Mr. Ferrara.
Dr. Orient.

STATEMENT OF JANE M. ORIENT, M.D., EXECUTIVE DIRECTOR,
ASSOCIATION OF AMERICAN PHYSICIANS AND SURGEONS,
INC.

Dr. ORIENT. Mr. Thomas, 1 am executive director of the Associa-
tion of American Physicians and Surgeons. Our association thanks
you for the opportunity to participate in this discussion.

We will not claim to have a plan to save Medicare, because it is
a serious offense to lie to Congress. The fact is that the hand-
writing is on the wall. You can read it for yourselves in the 1995
Report of the Medicare Trustees. Medicare has been weighed in the
balance and found wanting. Next year, it will be wanting about $30
billion. The gap between income and expenditures will increase
progressively, and the HI, Health Insurance, Trust Fund will be ex-
hausted long before baby boomers retire.

In 1967, Frederick Exner, a former secretary of our association,
wrote, “Medicare can never be sound. The projected tax increases
when the plan was adopted should be enough to scare us even
though they failed to scare the Congress; but actually they will pro-
vide only a fraction of what the expenses are sure to be.” In 19686,
the maximum Medicare HI tax was only $46.20 a year.

The truth is that Medicare was built on an unsound foundation
and straddles a major fault. The foundation is crumbling and the
building is about to be hit by a major earthquake: the demographic
dislocation of baby boomer retirement.

The structure cannot be fixed by remodeling the executive suite
and hiring a new management team. If all Medicare patients were
forced into HMOs, the structure would still collapse and the private
sector would be blamed. Medicare HMOs would also help to destroy
the rest of the medical system. In the appendix to our written testi-
mony, physician’s assistant Jim Morris, from his position as an in-
sider selling HMO products, describes the deception and the ration-
ing forced on employers, patients and physicians.

Medicare is a pyramid scheme founded on deceit. Seniors think
that they have paid for their benefits, but in reality current work-
ers are paying for them and, in addition, must bear the brunt of
the cost-shifting and price inflation caused by Medicare.

It is time to admit that we cannot repair the Medicare building
and to shift our attention to the people who are trapped inside.

Medicare traps patients and those who care for them into govern-
ment dependency. We must immediately allow people who are able
to do so to escape from Medicare. This will help to unload the
stresses on the system.

To unstop the safety valve provided by the private market, we
should encourage private contracting outside the system for which
no Medicare claim is filed.

We must also repeal price controls and allow balance billing so
that the marketplace can compensate when Medicare reimburse-
ments do not cover the cost.

The long-term solution is to phase out taxpayer-financed medical
insurance for retirees. This requires fixing the problem in the rest
of the medical system.
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What Congress must do and can do without cost to the Federal
Treasury is to reform the basic inequity in the Federal Tax Code.

The Tax Code should not punish Americans for paying for medi-
cal care at the time of service or for buying individually owned,
portable, true insurance. Because of the Tax Code, most Americans
prepay for medical care through tax-favored employer-owned ar-
rangements which arrangements cannot even be transferred to a
different job much less into retirement. It diverts a large fraction
of the medical dollar to the pockets of middiemen and leads to in-
flated prices and overutilization.

Medical savings accounts and individually owned catastrophic in-
surance should receive the same tax treatment as employer-owned
comprehensive coverage, which is really a tax-free substitute for
wages. Medical savings accounts allow patients to benefit from
their cost-saving decisions because when patients are spending
their own money, they consider costs, and this type of market pres-
sure tends to drive down the price paid per service rendered. Com-
panies that have tried medical savings accounts have found that
their medical costs have actually decreased.

In contrast, managed care can, at best, claim to contain expendi-
tures by reducing both quality and quantity of services. The patient
bears the cost of rationing, inconvenience, poorer care and loss of
choice, but receives none of the benefits of savings.

Patients own their medical savings accounts; managed care com-
panies own patients.

Medicare is socialized medicine. We must replace socialism with
free enterprise. Because free enterprise works, all Congress needs
to do is to remove the impediments, the most important of which
is that Americans have to earn about twice as many dollars after
taxes to wrest control of their medical care from employers and
third parties.

The long-term cure for American medicine, including Medicare,
is tax equity. The short-term symptomatic treatment for Medicare
is, let the people go.

The Medicare experiment provides one more demonstration that
socialism doesn’t work. We have no choice but to replace this failed
and unjust system. If we act promptly, we can ease the transition
to free enterprise and minimize the pain for those who are trapped
in this misguided social engineering project.

You have heard about the financial foundations of the system.
Let me say one word about the moral foundations. Free enterprise
is morally right; socialism is morally wrong. Money given in Medi-
care benefits is first taken from those who earned it. That—in the
words of a former Congressman named David Crockett-——money is
not yours to give.

[The prepared statement and attachments follow:]
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TESTIMONY
of the

ASSOCIATION OF AMERICAN PHYSICIANS AND SURGEONS,
INC

to the Subcommittee on Health
Committee on Ways and Means
U.S. House of Representatives

Presented by: Jane M. Orient, M.D.
Executive Director

May 25, 1995

The Association of American Physicians and Surgeons thanks you for the invitation to
participate in this discussion. We cannot, however, in good faith, propose a plan 10 save
Medicare. That's because we understand it is a serious offense to lie to Congress.

The fact is that the handwriting is on the wall. You can look at the figures yourselves, or
you can read the 1995 report of the Medicare Trustees. Medicare has been weighed in the balance
and found wanting. Next year, it will be wanting around $30 billion. The gap between income
and expenditures will increase progressively, and the trust fund will be exhausted long before the
baby boomers retire.

In 1967, Frederick B. Exner, M.D., a former Secretary of the Association of American
Physicians and Surgeons wrote: "Medicare can never be sound...The projected tax increases
when the plan was adopted should be enough to scare us even though they failed to scare the
Congress; but actually they will provide only a fraction of what the expenses are sure to be." [In
1966, the maximum Medicare HI tax was only $46.20 per year.]

The truth is that Medicare was built on an unsound foundation and straddles a major fault.
The foundation is crumbling, and the building is about to be hit by a major earthquake: the
demographic dislocation of baby boomer retirement.

The structure cannot be fixed by remodeling the executive suite and hiring a new
management team. If all Medicare patients were forced into HMOs, the structure would st
collapse, and the private sector would be blamed. Medicare HMOs would also help to destroy
the rest of the medical svstem. The reasons are graphically described by physician's assistant Jim
Morris in the appendix to our written testimony. From his position as an insider, selling HMO
product, he describes the deceptions and rationing forced on employers, patients and physicians
alike.
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The dreadful truth is that Medicare is a pyramid scheme founded on deceit. Seniors think
they have paid for their benefits. In reality, current workers are paying for them, and in addition,
must bear the brunt of the cost-shifting and price inflation caused by Medicare.

It is time to admit that we cannot repair the Medicare building and shift our attention to
the people trapped inside. Medicare traps patients and those who care for them into govemment
dependency.

We must immediately allow people who are able to do so to escape from Medicare. This
will unload the stresses on the system to some extent, to the benefir of those who remain trapped.

The first step, which would actually save money for the Federal Treasury, is to unplug the
safety valve provided by the private market:

(1) Encourage private contracting outside the system. For such services,
no Medicare claim is filed.

(2) Repeal price controls. This means to allow balance billing so that the
marketplace can compensate for Medicare reimbursements that do not cover
costs.

The long-term solution is to phase out taxpayer-financed medical insurance for retirees.
This requires fixing the problem in the rest of the medical system.

What Congress must do, and can do without cost to the Treasury, is to reform a basic
inequity in the federal tax code.

The tax code should not punish Americans for paying for medical care at the time of
service or for buying individually owned, portable insurance. Because of the tax code, most
Americans prepay for medical care through employer-owned insurance. Such insurance cannot
even be wansferred to a different job, much less into retirement. It diverts a large fraction of the
medical dollar 1o the pockets of middlemen and leads to inflated pnices and overutilization.

Medical savings accounts and individually owned catastrophic insurance should receive
the same tax treatment as employer-owned comprehensive coverage, which is really a tax-free
substitute for a wage increase.

Medicaj savings accounts allow patients to benefit from cost-saving decisions. Because
patients are spending their own money, they consider costs in their decisions. This type of market
pressure tends 1o drive down the price paid per service rendsred. Companies that have tried
medical savings accounts have found that their medical costs have actually decreased.

In contrast, "managed care” can at best claim to "contain” expenditures by reducing the
quality and quantity of services. The patient bears the costs of rationing (inconvenience, poorer
care, and loss of choice) but receives none of benefits of saving.
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Patients own their medical savings accounts. Managed care companies own patients.

Medicare is socialized medicine. We must replace socialism with free enterprise. Because
free enterprise works, all Congress needs to do is to remove the impediments. The most
important impediment is that Americans have to earn about twice as many dollars, after taxes, to
wrest control of their medical care away from their employers and third parties.

The two word description of the long-term cure for American medicine, including
Medicare, 1s "tax equity.”

The three-word description for the short-term symptomatic treatment for Medicare is: "let
people go.”

The Medicare experiment provides one more demonstration that socialism doesn't work.
We have no choice but to replace this failed and unjust system.

If we act promptly we can ease the transition to free enterprise, and mirumize the pain for
those who are trapped in this misguided social engineering project.
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SPEECH
Presented by
Jim Morris
to the
ASSOCIATION OF AMERICAN PHYSICIANS AND SURGEONS, INC
Regional Conference in Boise, Idaho

May 6, 1995

I'd like to start with a little history about myself: I have been a physician's assistant for
about 20 years. For part of that time I was in the military, which obviously has the worst type of
socialized medicine. I took care of runny noses and sore throats at all hours of the day and night.
I was awakened one moming about 2:00 a.m. for a gentleman who presented to the Naval
Emergency Center for acne. So, as all cases, | got up and saw him and suggested that he take
some tetracycline and so forth.

Then [ said, "I have a question for you."

"What's that?" he responded.

"Have you ever heard of terminal acne?" [ asked.

"No, is this terminal?"

"Wake me up at 2:00 o'clock again and it will be."

One of my past positions was as part of an HMO team. [ was one of those people that
went out and sold the program to companies, to doctors, to hospitals. This was a real eye opener.
I'd like to tell you the methods we used to sell HMOs.

First, we were instructed in how to talk to employers. The first thing you talk to
employers about is reduced cost. We told them that their employees were paying $320.00 a
month for insurance for their families and that we could do it for $90.00 a month. When
employees went to the doctor, it would only cost a2 $10 copayment.

Weil, we just happened to forget to tell the employers that since it only cost them $10.00
to go to the doctor, they'd probably go more often, losing more time on the job. The other thing is
that we forgot to tell them that people were going to snap the program up, and after that they
would be ours.

If I came to any of you and told you the bottom line was that instead of $320.00 a month
to take care of your wife and two kids, it's only going to cost you $90.00 a month, which program
would you sign for? Of course, the program looks great on paper.

We talked to the employers about how they could sell the program to the employees so
that the company could save money. We'd help.

Usually we would go into plants that made wood products or were involved in
agriculture. It's very easy to sell to their employees. They're working for minimum wage or not
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much more. They are also young. They have had no experience in the health-care market. They
sign up, and the company says we'll provide health care. They didn't care what kind of plan, as
long as they knew they had health care for their family. They went from paycheck to paycheck.
Their educational level was low, they had no economic background, they weren't inclined to ask
questions, and we certainly didn't tell them anything they didn't want to know.

From the managed-care company's standpoint, the more people we could sign up, the
better. Every person enrolled means more revenue generated. So we went in and sold this
program as quickly as we could. Some of you may have long dissertations with your insurance
man or with your attorney. Our average appointment with a management team was one hour.

We wanted to present everything and get out of there before they had time to ask any
questions. And as long as a CEO was looking at the bottom line, it was a go. We probably soid
between 85 and 90% of the plans we approached.

1 look back on that and I think I resembled a used-car salesman. This runs great, looks
good, here it is, take the keys, gimmie $100.00, it's yours, your outta here. The problem is, [
didn't tell you that it's probably only going to get you about three blocks down the road, you're
tucky.

When we sold to physicians, our point was to join now or somebody else would. We said
we've only got slots for four family practice docs in our list of physicians here so you know if you
don't sign, Dr. Jones down here will and of course if he signs and you don't and you have patient
that all work for John Doe company over here, he gets all of those patients automatically. It
doesn't make any difference whether they want to go to him or not, that's where they are going to
go if they want their services paid for.

We preyed upon poorly educated employees. If they were hesitant at all, we'd go out on
the factory floor as we were walking out and say "Wait a minute, if you're really not sure this is a
plan for vou, let's ask this guy over here running this mill." We'd pull the guy off the mill and say,
"Listen young man, how much do you pay for health insurance for your family? How would you
like to pay 1/3 of that? Oh, and you pay 20% on top of that? Oh, well, how would you like to
pay $10.00?"

Now, you only have to hit one man on the floor or possibly two, and the word would go
through that company. There is a health insurance plan available that is only going to cost one
third of what people are paying now and $10.00 a visit. The plan is sold. They will not dare turm
your plan down because they will have a revolt from the employees if they do.

We gave people limited information concemning the panel of physicians. People would
ask, "Well, is my doctor on the panel? Could I go see my family doctor?”

"Well, we are currently negotiating with a number of physicians to join our panel and
actually we are talking to Dr. Jones, your physician, and he has shown some interest."

[ hadn't even been to see the man yet. That's the way the system works. Don't answer any
question up front, and don't answer them straight. Make a quick sale to the employer, and do it by
selling it 1o the employees first, if necessary.

Then I changed jobs. I went from selling HMOs to working in a private office in which
the physician I worked with signed up for a number of HMOs. He got caught in the crunch: "If
vou don't sign. the doctor down the street will. You've got 4000 patients, we own 1200 of those,
can you afford that loss in income with three kids in college?" Those were the types of things that
were 10ld to the physicians. When the physician I worked for refused to sign up for an HMO, we
lost 300 patients overnight. That's a pretty good chunk out of a single physician family practice
group. That's a significant cut in income.
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Now, what happens when you do sign up for an HMO and the other doctors dori't? You
get all their patients. Then you have more patients than you can handle. People can't get in to be
seen. We started losing patients because they couldn't get appointments. We had patients that had
been members of that practice for eight and nine years who were now seeking physicians further
and further out of town because they could call and be seen that week. Our patient load got to the
point that we were scheduling patients two and three months in advance.

Another selling point for doctors is the capitation. The idea is to get 300 patients on your
panel, knowing that only 5% of the population is really ill. Well, I'm not sure who has worked in
family practice, but let me explain what actually happens. If you tell 400 patients that they can
come to the doctor and be seen for $10.00 or less, you can bet that a good portion of those are
going to show up-far more than 5%. It makes it harder and harder for the sick patient to get in to
be seen. So they start going outside the system. What happens if they go outside the system?
They don't have any insurance.

"Well, that was on page 42 in the fine print that said that if you didn't see your family
physician first, then you have to pay for the service out of pocket."

"You mean you didn't call us and ask? Oh, well I'm sorry that's on page 43, it says call
thus 800 number” (which of course is always busy).

If a patient goes outside the system and to a (please pardon the terminology) doc-in-the-
box, and he says, "Well, look, you've got this bad heart murmur and you should go see the
cardiologist,” the patient generally makes an appointment to see the cardiologist. But he wasn't
referred by his family practice doc, and he has no coverage. So now he's faced with a bill for
$1200 - $1500, and no coverage.

We had patients go through this. We had a doc-in-the-box next door, two doors down
from our office. We had people go in there. They would walk into our office, and our
receptionist would say "I'm sorry Mrs. Jones, our next opening is next Thursday.”

“"Well, I'm sorry, but [ need to see somebody today."

The patient could walk right out in the parking lot and see the sign that says "M.D. on
duty” and walk in. She doesn't know any better, she doesn't care at that point, not until the bills
start rolling in. And the insurance company doesn't care, the HMO doesn't care. They say, "I'm
sorry-you didn't follow the guidelines, and we're not paying for anything.” And they don't. The
next thing you know, I have to see Mrs. Jones in the office with chest pain because she just got
this $1200 bill from the cardiologist. She thought she had insurance, so she called the insurance
company, but they refused to pay. She's down to her last $5 fixed May, 1995, income after she
pays her rent and her groceries.

One of the other problems we had was with patients who had to travel a long distance.
One of the HMOs we signed up for was in Reno. We worked in Gardnerville, Nevada, which is
about 65 miles south. We were one of the first family practice docs to sign up with this HMO, so
we had people driving 65 miles for their routine office care when there were obviousiy z large
number of family practice doctors in an area like Reno or Sparks that were more than willing to
see them.

Many of these patients were elderly. Some were sick children who cried for 65 miles on
their way to see us. [f the patient wanted to see somebody other than the family doctor on the
panel, or wanted to go to the ER, he had to get prior approval. Try to get approval after 5:00 at
night or on a weekend. It doesn't happen. Any number of HMOs, including the one that I was
involved with, had five or six operators on during the day, but only one operator at night and on
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weekends. That 800 number would ring incessantly. 1 have even called it myself and let it ring
60 times and not had an answer. That's what happens to your patients.

Now, what about transporting a patient by ambulance? Suppose Mrs. Jones calls you says
"My husband fell down the stairs, and I think he broke his hip." You can't just say, "Okay, we'll
call the ambulance, and we will see him in the emergency room." They have 1o call and get that
approval for that ambulance, and you have to be sure they have done it. And many HMO's don't
cover ambulance transportation, so it's an out of pocket expense.

Specialists care. Now we get down to what gets into the physicians pocket. Your
capitated, you've got 400 patients in your panel, your capitated at $5.00 a piece and so you've got
this set income that's going to come in, $2000.00. Okay now, we forgot to tell you though that
we are going to keep 10% of that off the top for a catastrophic fund, that's in case somebody has
to have a bypass or something like that. So, we are going to withhold that amount of money.

This is a true story. You go in 1o see your physician, [ had an 18 year old girl who came
in with acute onset of a heart murmur and chest pain. She came in, I said "look we ought to send
you to see the cardiologist”. Well, we had to call and get approval to send her to the cardiologist.
Not a major problem with this one HMO, worked pretty well. The only problem was that we
paid for the cardiologist, it comes out of our capitation fund.

I was lucky, the doctor I worked with didn't look at dollars, he looked at patients, he took
care of her, he sent her.

There were other doctors I know that worked in the same area that did not refer patients
because they had to pay for it. If you have somebody that does not have a life threatening
condition, we had a 35 year old female with new onset seizures who we attempted to refer. We
had to try, according to the HMO panel, at least three anti-seizure medications before she could be
referred to a neurologist. They would not pay for an EEG, they would not pay for a
neurosurgeons evaluation or neurology evaluation until she had been tried on at least three clinical
drugs.

And then you run into the panel. If you have a patient (the same May, 1995 lady with the
seizures) who we did try three drugs on and then we attempted to get an EEG because it was
"expensive” and that is determined by each individual HMO (how costly a test is) it has to go
before the approval panel. You have to submit a form to go to the panel.

Well, if you're lucky, the panel meets weekly. Unfortunately, ours met monthly to begin
with, because it was small. So you submit a consultation form to the pane! with the clinical
information on it and request permission to send this lady to an out-of-panel neurologist and have
an EEG done.

Unfortunately, on the panel you have one physician (who we were lucky was an internist,
who was fairly well versed), vou have an accountant and you have a CEO or CFO of the HMO.
Well, he doesn't care. She's not related to him and he is not married to her, so, as far as he is
concerned that's another body and he is looking at expenses. So, each'person has a vote on
whether or not that person gets that test done.

You have an accountant and a CEO that votes no and an M.D. that votes yes. Even in
good conscious thus guy is losing. It happened three times before we got this lady transferred.
These are honest stories on a stack of bibles people - I swear.

Again, strict criteria for patient care, you have to meet certain criteria before you can
transfer a patient. I worked in a cardiology group for awhile at a large hospital in Nevada. It was
near the State line. We used to get patients over from a large HMO out of Sacramento. They
would come over, they'd had an angiogram done. They did have chest pain, they had been
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admitted to their hospital to their HMO facility and evaluated. Their chest pain was calmed
down, they were doing fairly well on their nitrates, they went ahead and did an angiogram.

One gentleman in particular had two 75% lesions and one 70% lesion and was 76 years
old. His HMO said, "Gee, we don't do anything under 80% lesions for starters and secondly we
don't do anybody over 70 either”. Well it doesn't make any difference if this gentleman
chronologically looked like he was 60 and not 75 or 76, but "we just don't do those lesions, so,
you know, sorry".

It's kind of like socialized medicine in Canada. These people would come over to our
area, Reno, and they would check in the Emergency Room to see how busy things were, go
across the street to the park and run up and down in the park in three piece suits until they had
chest pain and then walk back across the street and get admitted in the emergency room.

Since they crossed the State line, they were out of their service area, they could be
admitted on an emergent basis and treated as necessary without prior approval. I've seen it more
than once. [ can give you three names. I mean, this is not, out of the ordinary, this is common.
It's common practice.

When you talk to people that are trying to sell HMO's to physicians, the first thing they
sell the physician is, especially on a capitation program, is that this is a get rich quick scheme, as |
eluded to earlier “we are going to sign up 400 patients for you because this guy down the street
won't sign up with us and we are going to capitate you at $5.00 to $10.00 to $12.00 a prece,
whatever it takes to get you to sign up. So ~you are going to get this 2, 3, 4, $6000.00 a month no
matter if you only see one of these people off this panel.” Well again, since it only costs them
$10.00 to come in, you are going to see a lot more than 1 or 2%. We signed up a 400 patient
panel, we averaged 120 of those people a month.

The people that get rich off HMO's is the management. As the Wall Street Journal stuff
was demonstrated recently, those are the people taking home the money, not the physicians in the
street. Initially you think you are going to get paid for doing little or nothing - doesn't work - you
get beat into the ground.

You are no longer a patient advocate. You start having to protect yourself. You start
having to protect your income because you've got kids in college. You've got a house to pay for
and all at once, you're not thinking about the patients well-being, you start thinking about your
pocketbook and as Dr. Goltry alluded, that is the wrong direction 1o head.

Patients lose their choice. If you send a patient to a cardiologist or to a neurologist and
you have a neurologist assigned on the panel who you really have some doubts about. Well,
maybe he's not quite as aggressive as you would like and so forth, doesn't make any difference, if
he is on the panel that's where your patient goes - once you get approval.

It happens many times. The problem you run into is that you may have 20 family practice
docs on a panel and one neurologist. Even though there are five or six in town, there is only one
on the panel. So, again, try and get a patient in.

It was not uncommon to call for cardiology or neurology services and find out that it was
a three to six month wait to get an appointment and then that's an initial evaluation appointment -
that's not for any services. Then they have to turn around and reschedule again three months later
to get in to be seen for their follow-ups. It happens commonly. You get in medicine by proxies.

I alluded to panel choices. The panel decides what's going to happen to your patient, not
you. As Dr. Goltry said, I am a physician assistant, | work with M.D.'s, D.O.'s and so [ tum my
choices over to the physician to make the ultimate choice in how the patient is treated and where
they go, [ assist in that care. But, [ was trained basically to take care of the patient the best way I
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know how and to use all of the knowledge that I have and [ have been at this for 20 years. So, for
me to turn around and fill out a form to send and let two financial people and one doctor decide
what's going 1o happen to the patient goes against my better well-being and it definitely causes
some ulcers.

There is some question in HMO panel programs now where a panel decides on medical
care as to whether or not you are open for litigation. Whether you have not exercised your
medical knowledge to the best care of that patient. There are two cases pending in California, that
1 am aware of, where a doctor is being sued because he did not refer a patient because the panel
told him he couldn't.

Referral fund, as [ allluded to earlier. A certain percent of your capitation goes back into
referral fund. Again, this is dependent upon the contract you sign, but the ones I was exposed to
this is what happened. That money then comes out of that referral fund, if you send a patient to a
cardiologist, or so-forth for further care. Dependent upon whether or not that care exceeds that
fund, it may or may not come out of your capitation fees.

So, instead of us getting a $3000.00 a month check, it was common for us to get $1500.00
or $1700.00 from the HMO because we spent more than what we were supposed to spend for
specialty care. Again, the doctor [ worked with was more concerned about his patients than his
checkbook. There is something cailed a catastrophic fund. That is a certain percentage of your
income that goes mnto a fund to cover those patients that need a bypass or that have to have
chemotherapy or a transplant, etc.

What happens to those doctors involved in the HMO when there is no money left. What
happens if you happen to be in that unfucky group that has three five vessel bypasses and a kidney
transplant that year? There is no money left.

The question s, who is responsible? The physician I worked with in Nevada had a case
where we just happened 1o be the unlucky people. We were involved with a group of family
practitioners that grossly exceeded our funding because we have two five vessel bypasses out of
our group and a renal transplant and so did a couple of the other physicians. That doctor ended up
paying, even though he signed out of the HMO, even though he quit, because those expenses were
incurred while he was stili a member. He ended up paying for five years after that because those
expenses he was liable for.

1f any of you really contemplate joining an HMO, read your contract very carefully.

There is something in there about how long you are liable for expenses and also how long for
patient liability. If you are de-selected, if you should be so lucky if you happen to make the error
of signing up, and find out whether or not you are still liable for expenses, even though you have
been de-selected, how long the contract period goes.

[ have worked in family practice and in a cardiology group which were both HMO
involved. [ have been involved with four HMO groups as a provider and one HMO corporation
and it is the worst thing that | have ever done in my life. As Dr. Goltry alluded to, it's perverse,
it's inhuman, it takes away physician choice, it takes away patient choice and it ruins what we
were all taught to do.
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CAN MEDICARE BE SAVED?

Speaker Gingrich is setting the agenda, and Medicare 1s at
the top for the next tew months With great political
astuteness, Gingrich lobbed the ball into Bill Clinton’s court
With equal savvy and lightning speed, Clinton slammed it
back

They both know where the “'third rail in American
politics” 15, and neither wants to touch 1t. What politician
could survive the credit for bringing down the federal building
of Medicare, the grear shining showcase of the Welfare State
and government-funded medicine?

On the other hand, everyone wants credit for saving
Medicare—including physicians. And something must be done.

If a building ts ta trouble, one needs 1o send in men in
hard hats to examine the toundations.

Let's set aside the various Reports, Plans, Bills, Opinion
Surveys, and Trial Balloons—and take a hard look at the
foundarions of Medicare. Here are the rock-solid indisputable
facts that every American needs 10 know:

»  Medicare Part A is built on a first-dollar tax on wages.
Out of every dollar an American earns, 2.9 cents goes to
Medicare Part A. No one may lawfully earn money to
buy milk for the children, a train ticket 10 work, or
insurance for himself, without paying that tax first.
Americans who earn $20,000 pay $580; those who earn
$200,000 pay 35800 to Medicare Part A.
Medicare Part B premiums are about 75 percent
subsidized by general tax funds. Uninsured working
Americans are paying part of the premiums of wealthy
tcy is inevitable,

retirees.

The tax is not enough; bankru;

Receipts from the payroll tax already fal F | about $22 billion

short of covering current Part A outlays.

The tax cannot be increased enough to keep politicians’

promises. Increased longevity plus decreased fertility

yields a demographic bomb. By 2040, the Medicare

payroll tax alone would consume between 10.6 and 20.26

percent of all wages to maintain present benefits. Long

before tax rates rise that high, capital and labor will move

to places where they can earn a decent rewurn. If forced 10

remain, their productivity will be minimal.

The dreadful truth is that Medicare is 2 pyramid scheme
founded on deceit. It is like a poorly constructed building that
straddles a major fault.

The answer to the question in the title is simply 'No,
Medicare in its present form cannot be saved.” That is simply
a fact. not a wish or a statement of political philosophy.

The next question is what to do about it. One approach
is to deny the magnitude of the problem and offer a palatable
nostrum. Appealing but dangerous *solutions™ inchude changes
in the top management along with schemes that paper over the

cracks with price controls.

Those in power know that they cannot repair the
problem, but they hope 1o postpone the day of reckoning so
that it does not occur on their watch. Or they simply wish to
delegate the responsibility so that someone else will be blamed
for th debacle “‘Private” entities, namely “'managed” care, are
popular candidates. Let them skim a fat share of gross receipts
{rom the top for playing the heavy and taking the heat.

“'Managed care” may be called a “'market-based” or
“private” solution, but those terms are in Orwellian
Newspeak. As documents of the Clinton Health Care Task
Force acknowledge, enterprises that exercise powers belonging
to government, or that are under pervasive government
control, are private only in name or form. Medicare HMOs
are funded by the government and act as an arm of the
government. But therr failure will be consirued as a failure of
the marketplace and as a reason for frank government takeover.

Another approach is to call for the outright, immediate
repeal of Medicare. This would be about as irresponsible as
dynamiting an unsound building while people are inside.

The humane and rational approach is to shift our attention
from saving the building to saving the people who are trapped
mat.

The first step is to avoid further damage from loading on
additional costly regulations. The second is to unload the
counterproductive stresses that already exist (the Clinical
Laboratory Improvement Act, restrictions on balance billing,
claims filing when no reimbursement is expected, etc.). Next
is to protect as well as possible the most vulnerable patients
who cannot find assistance outside the system. Most important
is to evacuate in an orderly manner those who are willing and
able to k ly 1 allow the devel of
sound structures to replace the failed Medicare system.

Persuading people that they showld leave a heavily
subsidized program will not be easy—especially when they
themselves Ezvc been taxed to provide the subsidy. Persuading
young persans that they should not enter is somewhat easier.
Finding the means for them to do so, given present levels of
waxation, is the difficult pan.

Under politics as usual, Congress will study plans to
remodel the top floor. The healthcare management interests
will try to block the front exits, while fashioning policy that
must inevitably hasten departures via the morgue.

Meanwhile, the real support for the structure is crum-
bling—the support of workers. Their ability to produce 1s
drained by taxes and regulations, and their anger grows as they
see the legacy that awaits them.

The choices are stark: we can tell the truth and rescue the
people—or we can lie and do nothing Lo mitigate the inevitable
collapse.

AAPS News, June 1995 1
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Chairman THOMAS. Thank you very much, Doctor.

If it was not said previously, any written statements that you
have will be made a part of the record, without objection; and if
you will entertain some questions, I will call first on the gentleman
from Louisiana, Mr. McCrery. He is someone who is very interested
in medical savings accounts.

Mr. McCRreRY. Thank you, Mr. Chairman. You are right, I am
very interested in medical savings accounts.

Chairman THOMAS. Not that the others of us aren’t. You just
show exceeding interest.

Mr. McCReRY. Well, I wouldnt say so, but I think appro-
priate——

Chairman THOMAS. Appropriate.

Mr. McCCRERY [continuing]. Interest. In fact, a bill that I intro-
duced last year would have done, I think—well, wouldn’t have done
exactly what Mr. Ferrara recommended, but it—in fact would have
gone further because it would have given tax-favored status only
to medical savings accounts, high deductible options and managed
care arrangements so that the traditional, first-dollar-type insur-
ance policy would no longer be tax favored. That is how radical I
am in trying to shift the population into some arrangement that,
in fact, does encourage personal responsibility and involvement of
the patient in his own care. That was only for the non-Medicare
population.

Today we are talking about the Medicare population, which is, 1
must admit, a different situation, and it is one that I have not
given a whole lot of thought to, frankly, until now. [ am interested
in the observations of all of you with regard to the Medicare popu-
lation.

Is it not true that the Medicare population is far different from
the rest of the population in terms of their likely medical needs?
It seems to me that we must analyze the effect of medical savings
accounts on that population separate from the rest of the popu-
lation because of those differences.

I gather you disagree with that. Tell me, if you do disagree with
that, why it is not true.

Mr. FERRARA. Well, [—the elderly have higher average costs, but
in other respects, I think it is the same. The higher average costs,
that just reflects the price of coverage. That is—and it seems to me
that is—all the actuarial principles and all the market principles
and everything else is the same. It is just that you have a some-
what higher incidence and you need somewhat more funds to cover
the actuarial risk.

That is accounted for in everything 1 said. Medicare is already
paying for that. So, the money—there is already money in the sys-
tem to cover that.

The elderly are already paying for a lot of out-of-pocket expense.
A lot of them are buying additional insurance out of pocket. The
actuaries have looked at this and indicated to us that for what
Medicare is already spending and what the elderly are already
spending, you can fund the medical savings account that would
produce all these benefits I described.
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Mr. McCRERY. Yes. It is your opinion that the effect on total ex-
penditures would be the same as the effect on the non-Medicare
population?

Mr. FERRARA. Yes. I think if you look at the cost distribution, as
a matter of fact, under Medicare, you will find that most people—
say, you had a deductible of $4,000 in the medical savings account,
the great majority of people would not go above that every year—
and HCFA has these numbers; if you look at that distribution, 1
bet it is on the order of 80 percent probably never go above that—
and you would have the same incentive effect that you have got
with the non-Medicare population. People are spending their own
money; they don’t want to waste it.

There is another factor that comes into play here that people
often overlook. Because the people are concerned about not wasting
money, the doctors and the hospitals for the first time really com-
pete on cost. Today, they don’t compete on cost because the patient
is not choosing them on the basis of cost; the patient is choosing
them only on the basis of quality. The patient doesn’t care about
cost because Medicare or the insurance company is paying for it.

When the patient starts choosing on the basis of cost as well as
quality, they will compete on cost as well as quality; they will come
up with ways to tell the patient, here is how you can do it for less.

Mr. McCRERY. You think that principle holds true with the Med-
icare population?

Mr. FERRARA. Yes.

Mr. MCCRERY. Dr. Orient, have you thought about this difference
between the Medicare population, the non-Medicare population and
the effect of MSAs on each?

Dr. ORIENT. Well, the Medicare population is an artificial distinc-
tion caused by the existence of the government-funded program
past the age of 65. Otherwise, they are human beings and they
have a continuum of needs as younger people do.

Mr. McCRERY. But they are elderly folks. When they are over the
age of 65, they do have, on average, greater demands for health
care; is that not correct?

Dr. ORIENT. Yes, that is correct. Mr. Ferrara, I think, has ad-
dressed that question.

Mr. McCRERY. So, it is not an artificial distinction exactly. It is
obviously an arbitrary distinction at 65, but it is not an artificial
distinction, it is a real distinction. I am just curious, have you
given any thought to the effect of medical savings accounts on the
population, the universe of people above 65?7 Would it be the same?
Would it act the same as those under 65? Is it more dangerous be-
cause of the greater health care demands?

Dr. ORIENT. I think clearly it would work the same way; and peo-
ple over the age of 65, they are adults, they are capable of making
prudent decisions about their medical care and, in fact, they do
take cost into consideration when they know that there will be an
out-of-pocket cost that they themselves have to pay.

Yet they also are extremely interested in their health, and I
think they make wise decisions and it has been shown, certainly
in younger population with MSAs that they may, in fact, tend to
obtain more preventive care when it is their own money they are
spending, or saving if they get the care at a propitious time.
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Mr. McCRrERY. Thank you, Mr. Chairman.

Chairman THOMAS. Thank you Mr. McCrery.

The gentleman from Nevada, Mr. Ensign.

Mr. ENSIGN. Thank you, Mr. Chairman.

First of all, I would like to compliment whoever your employer
is, Mr. Erhart. He has just done a terrific job on this, his foresight
and forward thinking on choosing this option for your employees.

I would like to address Mr. Ferrara, first; you mentioned the risk
assessment. Who would do the risk assessment? How often would
that be done? And I guess whoever would do it, are they capable
of doing that?

Mr. FERRARA. Well, this would be—HCFA would determine how
much there—each individual is going to withdraw.

Mr. ENSIGN. I was afraid you were going to say HCFA, but go
ahead.

Mr. FERRARA. They would do it on the basis of a few objective
factors. I am not expecting them to examine each elderly person
and give them a number. They have a lot of data about distribu-
tional cost by age, distributional cost by geography, and they would
look at a few objective factors for health status, whether the person
is—a cancer patient or a heart patient would have a different risk
profile than someone who doesn’t have cancer or hasn’t had a heart
attack in the past year or something like that—disabled. There are
a few other major things. They could advise us as to the—as to the
factors to be considered.

Last year it was suggested by the Clinton administration that
they could—they were going to risk-adjust every health plan in
America. So, they seem to think that they had some technology to
be able to do that.

Now, this is different, because then, that proposal—because here
the government is paying for it already, it is a matter of how much
the government is going to pay in each circumstance. So, it doesn’t
involve the same complications as the one they were proposing last
year. By their own implication, by what they were proposing to do
last year, they were suggesting that they could have the technology
to do this.

It doesn't need to be precise, down to the nth percentile. If you
do some risk adjustment to get relatively close, then you will avoid
the adverse selection problem.

People say, what if all the healthy people leave? If this is done
right, then that wouldn’t present the same risk. It wouldn't present
a problem because they would take money that reflects their risk
and enough would be left for the people who are remaining in Med-
icare.

Mr. ENSIGN. The other problem that I have—because the concept
sounds great. As a practicing veterinarian, we operate basically
with medical savings accounts because we operate in a free market
where people are paying out of their pocket, and that is the concept
that you are trying to bring in here, bringing the consumer back
into the marketplace.

Veterinary medicine is incredibly competitive. We do well. We
still make a decent living, but our costs have been way below infla-
tion for 20 to 30 years, providing better and better service every
year. I support the concept.
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I do have another concern that a lot of the costs are consumed
in the last few months of a person’s life. It is difficult to determine
when those last few months are going to be, but, Dr. Orient, I am
sure you would agree there are times when you have a very high
probability that what we are doing here is useless treatment, and
if the person was able to make that decision, would probably deny
the treatment in a lot of those cases. How do we, with these medi-
cal savings accounts as an option, develop systems where people
are empowered to make those decisions prospectively about those
last few months of their lives.

Mr. FERRARA. We have some ideas to try and address that aspect
of the problem, but they are not really in this—in this proposal we
are offering you today and how to basically extend the medical sav-
ings concept to more catastrophic illnesses. They reflect the idea
that insurance will pay a certain percentage or a certain amount
of cost, and you determine if you want to spend more or if you want
to pay less.

It gets to be—it is a pretty complex thing, and we really haven’t
advanced that. There are ways to try to address that, but what 1
want to submit to you is the medical savings account, the way it
is designed, is getting big cost reductions that are more than big
enough to do the job that you have got before you now, when you
are talking about reducing the rate of growth from 10 percent to
5 percent. Even without this more advanced version that we are
still exploring to try and address the problem you are talking
about. where employers have been adopting this, they are getting
cost reductions reducing 15-percent growth to zero-percent growth
or cutting the cost by 20 or 25 percent.

I think the emphasis should be, let’s get these cost savings that
are on the table and achieve what we can. That will is very large
and addresses the immediate problem.

Let me say one more thing about the risk adjustment. The same
kind of concept was advanced in the report that the Committee, led
by Mr. Shays, released at the time the House Budget Committee
report was released. They have a report on Medicare. Representa-
tive Miller, Representative Largent, Representative Shays—there
was a fourth one in there—they had a system: age, demographic
location, disability and ERD status. They had a way of approaching
this.

So, I would submit, with a few objective factors, you can get a
workable system that gets you close enough so that it will function;
and then any—when you are dealing with large numbers of people,
some of them will cost far more than were risk assessed, most of
them will cost less, and on average you get enough numbers that
it will work out for both Medicare and the insurers.

Mr. ENSIGN. My time is up, I see.

Thank you, Mr. Chairman.

Chairman THOMAS. You are welcome.

The gentleman from Nebraska, Mr. Christensen.

Mr. CHRISTENSEN. Thank you, Mr. Chairman. Thank you for this
panel. T am also a strong supporter of MSAs. Dr. John Goodman,
with the NCPA, has been out there in the forefront for some time
leading the discussion on this, and now this year they are in al-
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most everybody’s plan in one form or another. I would like to see
them as part of the solution.

I want to thank Mr. Erhart for being here. I am not surprised
that your company is using MSAs in leading the innovative deci-
sionmaking process here with health care reform. As most of the
people in this room know, RCI is one of the leading companies in
terms of producing police cruisers and electric car batteries for the
21st century.

This is a company owned by our colleague, Richard Chrysler,
who has been on the forefront; and Dick, I want to thank you. I
appreciate your leading the charge in this area.

Dick was kind enough to present all of us with our own medical
savings account card, and I think it is a process that we need to
look at very closely. Michigan has done something with your inno-
vative Governor up there to help the process along with MSAs and
maybe, Mr. Erhart, could explain what Michigan and Governor
Engler have done that we might try on a national basis.

Mr. ERHART. Yes, thank you.

Michigan has authorized medical savings accounts to be tax de-
ductible, and it has helped very much, although it is just a part of
the puzzle. We feel that, more importantly, if we can do the same
thing at the Federal level it will have much greater impact.

Now, at the State level, for businesses or individuals that have
medical savings accounts established, the funds that they pay out
for medical benefits from these medical savings account programs
are tax deductible and, in fact, if they—if the individual chooses to
roll over their remaining MSA at the end of the year, then those
funds remain tax deductible. I think because of that, in the long
run that is where we feel the role of Medicare would be satisfied,
because the individual over the years would build up this large
nest egg of funds.

That is how we would address—we would call it the super MSA,
for example, and as 1 mentioned, the individual would be able to
purchase this high deductible insurance program, a high deductible
insurance policy that would protect them and it would be extremely
economical if they built up $100,000, $200,000 or more throughout
the years. We feel that that would handle the Medicare issue and
the various cost concerns that are being brought up today.

Mr. CHRISTENSEN. You came to that $200,000 in your written
testimony figure by an employee entering the market at age 21, at
6 percent interest, putting $1,000 away in their medical savings ac-
count over their working life?

Mr. ERHART. Yes. That is based on our experience and what we
have seen with our employees in the relatively short time that we
have had the program, but we feel that is very representative of
what will be accomplished in the future.

Mr. CHRISTENSEN. So, your employees have been able to put
money away, you found. You found your costs have been reduced.
Do you really believe that we could transfer this type of innovative
thinking into the Medicare field?

I mean, I know that my colleague from Louisiana, who 1 agree
with on almost everything, didn’t mean to infer that people still
aren't cost conscious at age 65, because I truly believe they are
very cost conscious and very careful in how they spend their dollars
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and they want to save as much as anybody at age 65. Wouldn't a
program like this be able to be transferred to solving a lot of our
problems in the Medicare arena?

Mr. ERHART. There is no question about it. In addition to Medi-
care, Medicaid, the Medicaid Programs could also be addressed
with the government giving Medicaid recipients who are on welfare
a voucher where they would actually go out and purchase an MSA
policy from an insurer of their choice; and in fact at the end of the
year, if those Medicaid recipients are still not at work, then they
would not be entitled to the Medicare—or the MSA balance that
might be in there. We see it as possibly another way to encourage
people to go back to work, another financial incentive where they
wouldn’t have access to their remaining MSA funds until they had
a job.

Mr. CHRISTENSEN. Thank you, Mr. Chairman.

Chairman THoMAS. The gentlewoman from Connecticut, Mrs.
Johnson.

Mrs. JOHNSON. Thank you. I appreciate the good testimony of the
panel on a subject that is really very important to all of us. I do
have a concern about the application of this approach to the senior
population and let me describe it. There has been some discussion
in other sessions of structuring the medical savings account ap-
proach to take into account my concern, but I do want to share it
with you.

The average income among American seniors is $25,000 but, the
median income is just under $18,000. I can’t tell you how many
seniors have come to me with anguish in their faces because they
have gone to the doctor, but they can’t afford the prescription. We
have a lot of seniors who use going to the doctor as a substitute
for care, because what the doctor tells them to do they can’t afford
to do.

Now, they are making the choice, day in and day out often, not
to buy medication that they know will get them well because they
have to buy food. If you take any public employee in Connecticut
who is retired on a municipal pension or a teacher’s pension before
the time when those pensions also had Social Security, these people
are living on extremely small incomes.

Now, this kind of person could be lured into a medical savings
account very easily and they would use that money as a salary ex-
pander. They would not use it for health care; they couldn’t afford
to. The big thing in Medicare now for those who have tried to
micromanage from this Committee, the big frustration is that it
doesn’t cover prevention. It doesn’t cover the very services that
could lower our costs overall, and improve the quality of health
care for seniors. I worry about making this available without some
strings attached that in order to be eligible you have to have paid
for a basic physical or something like that; or if prescription medi-
cations are prescribed by your doctor, you must demonstrate that
you actually bought them and took them. I mean, at some point
you have to be accountable for spending this money in a way that
is prohealth, not just an income expander. This is an aspect of the
medical savings account in terms of its application to the senior
population that troubles me.



94

I wonder if you have given that any thought, and have you any
proposed solutions?

Mr. FERRARA. Well, Congresswoman, let me suggest that the pro-
posal, the way I described it, addresses this concern in the most
powerful way and that all other micromanagement is not nec-
essary.

Look, if the person only has an option to take out of Medicare
the funds that will buy an insurance policy covering everything
over $4,000, and then $2,100 is put in their funds, which is—in
their MSA, which is what actuaries are telling me could be done,
basically that $2,100 could be used for prescription drugs, can be
used for medical—for checkups, for preventive care.

You are addressing their problem. You are having people who are
saying I am going to the doctor, he is prescribing these drugs, 1
can’t afford to pay for them.

Mrs. JOHNSON. The problem is, Mr. Ferrara, if you allow them
to withdraw at the end of the year what is left, you are not doing
that. If they preserve that money, then the next year they get that
and they can use it for whatever they want.

Mr. FERRARA. Right, but listen—I am sorry, what I am trying to
say is, if you give people a savings account of $2,100 that they can
use to buy prescription drugs, you are giving them a big advantage
over the current system. They will then have the money available.

Now, as—but apart from that, you have to leave them the free-
dom of choice to make their own decisions. The government should
not be telling them, you have to use it for this or you have to use
it for that. They make their own decisions about their own prior-
ities; and you are going—if you limit what they can use the funds
on, you will undermine the incentive to control cost, because——

Mrs. JOHNSON. I think you are missing my point. If the govern-
ment is going to actually give people money for the purposes of
health, we have some responsibility to see that that money is used
for health. If a senior uses that money for other than health pur-
poses, just because they are on a very low income and they are des-
perate, then they get sick, they will go to the hospital and we will
take care of them.

Now, since the taxpayer ultimately has the obligation to pick up
the cost—and we do, we are a humane society; we are not going
to turn them away because they spent their medical savings ac-
count on something else. So, I dont think you can take quite as
casually as you are taking the fact that people might choose to
spend the medical savings dollars in other ways and, particularly,
refuse to spend it in health prevention ways that would minimize
their costs in the future.

Then, the other thing, the numbers that you use, $4,000 cata-
strophic and we are going to give them $2,100, that means they are
exposed to a $1,900 expenditure. For a person on a $7,000 or
$8,000 income—and there are lots of them out there; any public
school retiree in Connecticut who is about 70 is retired on $500 a
month; that is what they are retired on—and no Social Security.

My understanding is—well, you say that is not right. I have had
a teacher stand there and say my husband taught Latin in the
local high school all those years. Maybe they couldn’t.
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Mr. FERRARA. It is a better benefit than under Medicare. They
are better off with that proposal than they have got under Medi-
care, because you have got a cap on out-of-pocket expenses here of
$1,900. On Medicare now, there is no cap on out-of-pocket ex-
penses.

Mrs. JOHNSON. What do you spend down to Medicaid?

Mr. FERRARA. Apart from Medicaid, this is a better benefit struc-
ture than you have under Medicare on the cap of $1,900. Under
Medicare there is no cap. According to AARP, the average person
is spending about that much in out-of-pocket expenses already.

You have a better benefit structure under the MSA than you
have under Medicare because you are giving them a cap on out-of-
pocket expenses and unlimited catastrophic under $4,000, and a lot
of people are paying out of pocket today to get those benefits from
medigap insurance. You are offering them a better benefit package
with the MSA and an opportunity to actually benefit if they use
those funds wisely.

Let me suggest that what you are offering people by letting them
spend the money on what they want at the end of the year is a
reward for saving both the government and themselves health
costs.

Mrs. JOHNSON. I don’t differ with you that it is a better benefit
structure if you are going to max out. I do differ with you that it
is necessarily a better benefit structure under some circumstances;
but my primary concern is that there is an obligation on the part
of the Federal Government, if we provide subsidies, to see that the
subsidies create the behavior that we are requesting, and the be-
havior that we are requesting is that you spend the money on
health and you do it in a way that minimizes cost.

Mr. FERRARA. But the whole purpose——

Mrs. JOHNSON. I think you have to take into account in a medical
savings approach some obligation on the part of the medical sav-
ings accountholder to assure that they take certain health care ac-
tions that we know are necessary to prevention.

Mr. ERHART. I believe your concern could be easily addressed
merely by restricting the MSA expenditures for health care ex-
penses only. I wouldn’t see any problem with that. The money re-
maining in the person’s account at year end is still theirs, but they
must leave it there to pay for medical expenses in future years; and
I think that handles that approach.

Mrs. JOHNSON. That would go toward the $1,900 exposure next
year.

Mr. FERRARA. Excuse me, as a matter of economic analysis, that
won’'t work. If you can only spend it on health care, that won’t
work. It gives you no incentive to save on health care. As a matter
of economic analysis, that doesn’t work.

If you want to do this the way—as a matter of sound economic
analysis, you must allow an even playingfield choice between
health care and nonhealth care. That is the choice as a matter of
economic analysis you want to allow because what—what happens
now is people are overspending on health care because they are not
taking advantage of cost. They are not weighing cost against bene-
fits.
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To get the full weighing of cost against benefits, you have to
allow them the freedom of choice to spend it on health care, as un-
limited as possible at the end of the year. Any way you restrict
that, you are undermining the economic incentive to try to weigh
costs against benefits. You are reducing the rewards they get for
not spending money on health care.

The whole idea behind MSAs is to give people incentives not to
spend money on health care, and it is not to give people more
money to spend on health care.

Mrs. JOHNSON. I do understand the economic analysis, Mr. Fer-
rara, but my time has expired so I can’t pursue this any further.

Chairman THOMAS. Thank you.

I believe Mr. McCrery wants to speak but before he does, Mr.
Ferrara, one of the things that we do around here is look at eco-
nomics in terms of not only real-world context but also, in terms
of a political-reality context. I understand your argument about
weighing health care costs versus other uses for the money. I found
out a long time ago that one of the first things you have to do
around here is get a program started before you have a program.
I was on the floor, not able to be with this Subcommittee for a por-
tion of the time, as we were in the process of moving toward a con-
ference committee with the Senate on Medicare Select. You cannot
imagine what was said on the floor on such a modest little pro-
gram.

Your example that you just gave would allow me, unfortunately,
in a political context to say what Mr. Ferrara wants to do with the
taxpayers’ money, with the Medicare Program is to give the senior
the choice between an RV or necessary medical attention. We know
that is a phony argument. That, in essence, is what you are setting
up in terms of an open-ended MSA account to be expended for
whatever purpose someone wishes to expend that money for in an
attempt to equate, in a pure economic sense, health care costs.

I found out a long time ago that you don’t legislate in a vacuum
and you do have to legislate in political reality. So, one of the
things that we will be looking for as a Committee moving forward
is a medical savings account program which not only creates an op-
tion or a choice for an individual from other structured programs,
but has a modicum of a chance to pass. We have to deal with politi-
cal realities as well as all other things being equal economic re-
ality.

So, [ guess what 1 am politely trying to say to you is that your
colloquy with my colleague from Connecticut, although it may score
points in terms of an academic argument over economics does not
advance our cause of finding a politically salable approach to medi-
cal savings accounts.

So, we are going to have to examine Mr. Erhart’'s comment very
carefully about saying if you do carry over money, what you are in
essence doing is moving toward self-insuring yourself by the accu-
mulation of funds in an MSA to be spent only for medical purposes;
and that may very well be the best world that we can reach, be-
cause to do otherwise would be not to have any medical savings ac-
count option, and I believe that the former is a better choice than
the latter.

Mr. FERRARA. May I address that?
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Chairman THOMAS. Sure.

Mr. FERRARA. Let me make this suggestion as to political reali-
ties.

Surely it will be more politically appealing to say to people they
can take the remaining funds at the end of the year and spend it
on whatever they want, rather than say to them, you can take the
funds and only spend it on these few things that the government
says you can spend it on. So, the——

Chairman THOMAS. I understand your argument. I have carried
it out in a number of different forums. That may be appealing in
one context; it is a political anathema in another context.

All T am saying is that the vigorousness with which you argue
your position, I understand it, but it may not be a possibility of cre-
ating a system, one step that allows you to spend it only for medi-
cal purposes.

And, for example, one of the questions that I was going to ask
Mr. Erhart is, what happens if someone accumulates and rolls over
the surplus funds in their MSA and does it year after year after
year; and if one is as healthy as a horse and never expends their
money from their MSA and they then die in an automobile accident
or otherwise, is that money theirs? Does it go into their estate?

Mr. ERHART. That is how I would envision it, yes. It would go
into their estate, possibly it could be used for their beneficiary’s
health care, it could be designated for that use only; or I think that
is something that could be explored further.

Chairman THoMAS. OK, Mr. Ferrara, there is an area that we
can work on. You and I will work together to try not to have an
intergenerational requirement on a carryover on MSA to be spent
only for medical purposes, so we can break this chain at least on
the generational level and we may then be able to bring it back
from that generational level.

What we are doing is trying to simply respond to you in a short-
hand way the concerns that we might have about a theoretical ap-
proach which would be granted in a theoretical environment. Un-
fortunately—perhaps fortunately—we do not operate in a theoreti-
cal environment.

The gentleman from Louisiana.

Mr. McCrery. Thank you, Mr. Chairman.

Mr. Ferrara, let me try to clarify what we are talking about here
in terms of the availability of money in an MSA for expenditure by
the holder of the MSA. You are saying that the person would get
how much in cash?

Mr. FERRARA. What I have seen from actuaries estimating this,
you can—one thing you could do is buy a policy covering all ex-
penses over $4,000 and have about $2,100 left

Mr. McCRERY. How much cash would they get?

Mr. FERRARA. | don’t know. It is either looking at the amount
you withdraw from Medicare, on average, but what they are telling
me is, the amount they can get out of Medicare would be enough
to pay for a policy covering everything over $4,000 and put about
$2,100 in the account each year.

Mr. McCRERY. $2,100 in cash?

Mr. FERRARA. Each year.
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Mrb MCCRERY. To use for common, everyday health expendi-
tures?

Mr. FERRARA. Right.

Mr. McCRERY. Do they get that cash in hand or is it in an ac-
count somewhere that they draw on, or how do you envision this?

Mr. FERRARA. Say they want to do this with XYZ Insurance Co.
The account and the insurance—it goes to the insurance company.
For the first year, they can only use it on health expenses. So, if
they have a health expense, they send the form to the account and
they will pay them back for it. What we would do is have that
health expense be as broad as medical expenses are defined under
the Internal Revenue Code.

Mr. McCRERY. You would not allow those folks to spend that
cash on nonhealth care expenses in the initial year.

Mr. FERRARA. Right. Right.

Mr. McCRrERY. OK. I think Mrs. Johnson may have been think-
ing that they are able to spend that money on going to the movies
and whatever during that year.

Mr. FERRARA. Right.

Mr. McCRERY. You don’t envision that?

Mr. FERRARA. No, no, no, no.

Mr. McCRERY. You are saying at the end of the year, if they have
any money left, then they can spend it on going to the movies or
whatever they want, because they get another $2,100.

The mechanics, though, we would have to figure out, because if
you give somebody cash——

Mr. FERRARA. You don’t give them cash. The insurance company
holds it until the end of the year. At the end of the year, you would
say give me a rebate on the remaining funds.

Mr. McCRERY. So, you are with us there. We would have to fig-
ure that out.

I disagree with Mr. Thomas’ analysis of the politics of this. In the
old Congress, I think he may have been right; in the new Congress,
[ think there is a distinctly different flavor of philosophy that
might lend itself to passing something like this. It depends upon
the intelligence of the individual, and the individual operating in
his own self-interest rather than some government plan that di-
rects the individual in certain ways.

So, I disagree with him, but as a compromise, what we might
consider is allowing the individual to get any money over and
above the amount of the deductible, or the out-of-pocket cap, as
long as that individual has sufficient money in his account to cover
the deductible. He could use any excess at the end of the year.
That might be a compromise that would help.

Mr. FERRARA. I think that would work. I think it is important—
it is very important not to say you can only spend it on health care.
It is not going to work. It would be worse than doing nothing.

Mr. McCRERY. I am in total agreement with you there, except
with the under 65-year-old group. Frankly, I think it is possible to
tell them you must keep any excess in that account until you reach
age 59 1/2, or whatever. At such time you can then withdraw it for
any other purposes. Until that age you would have to spend it on
health care only and it would accumulate, tax free, in that account,
like an IRA, individual retirement account.
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For the elderly, for folks over 65, I agree with you. I think you
have to let them spend it at the end of the year. Maybe we could
work a compromise that would satisfy Mr. Thomas’ socialistic
leanings and the realities of the new Congress at the same time.

Dr. ORIENT. It is interesting that you object to the senior citizen
being able to buy an RV, but no one objects to the HMO pocketing
the profits.

Mr. McCRreRY. I don’t object. You are talking to Mr. Thomas.

Chairman THOMAS. Obviously, I am not going to advance a third
party argument anymore. I was trying to offer options in terms of
political realities.

I also find it somewhat interesting, Mr. McCrery, that you do fall
back on the usual IRA argument, where it has to be included for
a specified reason to spend out only, otherwise there are various
penalties, loss of interest, time-certain amounts, which are the old-
fashioned IRAs.

When you talk about a medical savings account, I think most
people would examine that and say that it is an account to be used
for a particular purpose, and you named it a medical savings ac-
count for that purpose, when, in fact, it is not a medical savings
account, as you have described it, except for the first year, which
you are now going to require them to keep it for a medical savings
account. After that, I don’t know exactly what it is, since you can
spend the money for anything you want.

We will have to get into the Tax Code and what that means and
how it is reported. It gets a bit more complicated if, in fact, you
are going to create a one-way street one year and a two-way street
the next year; and somebody gets married to someone else who has
a new MSA, which is a one-way street MSA the first year and they
exhaust their money. Can they borrow it? I am just trying to get
prac